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CHARLES H. FRAZIER 


But in many instances the capsule is so firm and unyielding that its relation 
to the overlying structure remains undisturbed and the effects of pressur: 
upon the optic chiasm are not relieved, or if relieved, may soon recur. Thi 
is not a conjectural hypothesis, but has been demonstrated at the operating 
table in transfrontal operations performed on patients in whom previously 
the transphenoidal approach had been employed. 

The facility or the difficulty with which the pituitary lesion may be dealt 
by the transfrontal approach depends upon two factors, the size of the lesior 
and its position with relation to the chiasm. In the normal subject there ar: 
two recognized relationships between the pituitary body and the chiasm, the 
pre- and the post-chiasmal. Obviously a pituitary lesion in the post-chiasmal 
location, extending some distance behind the chiasm and beneath the third 
ventricle, offers greater difficulties in exposure and removal. 

The flap for the transfrontal exploration may be fashioned in several way 
In this clinic we have employed two methods. In all cases the flap is reflected 
toward the temporal fossa, in most one incision passes along the line of th 
eyebrow. In acromegalic subjects, in whom invariably the frontal sinuses 
are unusually large, we select a crease about the middle of the head as the lin 
for the lower incision, on the grounds that in opening the frontal sinus on 


must reckon with a potential source of infection. While in most of our intra 


cranial explorations local anzsthesia is preferred to ether inhalation, loc: 
anzesthesia seems more specifically indicated in the pituitary operation. 

With the objective situated at the base of the brain, access is obtain 
only by elevation of the overlying brain mass, and this can be accomplish 
only when there is a minimum of intracranial pressure. There isn’t the slight 
est doubt in our minds, as frequently demonstrated, when in the midst of 
operation begun under local anzsthesia for some reason resort had to b 
had to ether, that intracranial pressure is greater under the effects of ethe: 
anzsthesia. When there is an associated hydrocephalus, evacuation of th 
ventricles becomes an imperative necessity; under no other circumstances cai 
the lesion be exposed. 

There is only one feature of this operation that at any time has given us 
concern. In a few instances at the conclusion of the operation there has 
been an unexpected and unexplained fall in blood pressure. Assume the oper 
ation to have been performed under local anzsthesia, the lesion to have bee: 
readily exposed and removed, with the loss of but an insignificant quantity 
of blood, the systolic blood pressure drops to 60 or thereabouts The appear 
ance of the patient would not excite alarm, the pulse may be accelerated, but 
the surface temperature of the extremities is warm, the kin dry, respirations 
not embarrassed, the patient conscious and quiet. Appropriate remedies 
pituitrin, adrenalin and ephedrin are given hypodermatically, but without 
more than momentary effect. Any and every attempt to raise the blood pres 
sure fails and after 24 or 36 hours conditions grow from bad to worse and 
collapse follows. We have been at a loss to satisfactorily explain this phe 


) 





nomenon, but by observation have the impression that when tl 
approached trom an angle as along the WKS | oe 
than from directly in front, when the blade ot the retractor does 
upon the structures directly overlying the pituitary region, but to on 
blood pressur 
the portion of the lesion on the side opposite that of our flap 1s not so acc 
ee. However, when we are confronted with a lesion of large dimet 
ao: ther than its antero-posterior dimension, the propriet 
Pe dividing the operat mn into two stages become: pparent We there 
venture to suggest the propriety of a bilateral approach, as in followi1 
Summa \ your be AE a Riese hey Iti 
headaches, vertigo, visual hallucinatior panies tet Sx ae ee 
defects, has an exceptiol sic Semum oceans euen Reid ter 
ee a ee 
months he the first the richt portion of the tumor (pedis 
the left Both operatiol ire well tolerated and the patient recovers 


normal fields 


Female, act. seventes File N 2 re to the Ne 
Clinic of the | rsity H ) 
Eye Hospital 
Previous ( \ ( 
ing cough Later t pl ) l a nfluet 1s 
amt H ‘ 
Father was killed in a t, mother, three brother d thre ers 
two sisters died trom tuber 
Histor’ ont ae matinct te 2 
when she began to hav throbb ( ( d re 


supraorbitai regiot These he t first lasted a few t f 


passed off. ote! issn 
appeared aiter the heada ed nd persisted for le | n 
headaches began she had ] 1s ttack \ ( \ ye 


appearing and disappeari the wall S 
These hallucinations last: I r t d t va S 
light or scintillating s { Dut 
from time to time and wer rst 
January, her v hee: to fail tient fils 


growing over the eye from t temporal di S] 


lay in bed, that « night she iid see less and les the temporal fields 
As time went on she ained 1 sense of weakness the knees 
rantps especial] in the epi tric regio hese pa ver t related t ‘ 
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Che breasts are large for her age and recently have grown considerably in siz 
lungs and heart present no abnormal signs. Blood pressure 106-54. Extremities 
hands and feet seem disproportionately large for her age and race (colored) 
logical Examination. The reflexes are normal, there is no motor or sensory dysfunctt 
there is, however, impairment of sense of smell (left) and a right horizontal nyst 

Pituitary Phenomena.—X-ra Pituitary fossa 22 mm. by 16 mm Beg 
atrophy of the dorsum sella. Basal 1 I sm minus 20 per cent. Pressuri 
headache. Pressure of cerebrospinal fluid 19 mm. Hg 

Endocrine.—Enlarged hands and feet. Smooth shiny skin. Enlarged breasts. A 
sion of weight ten pounds Amenorrhcea. Enlarged thyroid gland 

O phthalmic.—Bitemporal hemianopsia There is pallor of both discs, especial 
the nasal sides and more so of the left disc, with a yellow waxy appearanc: \ 
O. D. 6/6 O. S. 6/12. There is a crossed diplopia and some divergence 

First Operation—July 1, 1927 ranstrontal craniotomy The flap was refl 
from the right side, the lower margi the flap about the middle of the forehead 
than in the evebrow There was considerable dural tension, but this was tound t 
largely due to a collection of fluid in the subarachnoid space so that when the dut 


opened and the fluid escaped in considerable quantity, the pressure subsided 


s followed, elevating the frontal lobe and following the 


Our usual technic w: 


tion of the greater wing of the sphenoid Che right optic nerve was soon reached 
farther out than in the average cas The lesion was exposed and found to be 
adenoma About a half of a hypodermic syringe full of bloody fluid was e\ 
The cyst wall was then penetrated and found to be lined with a layer of glandular t 
As much of the wall as presented on the superior surface and on the lateral surface v 
removed, that is, on the right side No attempt was made to deal with the Ik 
the left side Tampons saturated witl lrenalin were applied to the cavity for 
moments before the final closure of the wound, at which time hemostasis was mpl 
Wound closure without drainage. During the operation the blood pressure and pul 
remained practically unchanged The pulse rate was lower at the close than at 
beginning of the operation lmmediat ()perative recovery D 
the hospital, July 11, 1927 

In this case it was decided to remove the tumor in two stages, confining r 
at the first Stage to the left side and reserving the removal of the right side to the se« 
stage. Since her discharge the patient has been free of symptoms. Her menses retur 
in September for the first time since April The patient observes that she drinks 
water than prior to the operation, 14 to 16 glasses a day (polvdipsia) 

Readmission.—The patient states her vision has improved and the field 
definite retraction of the temporal fields, more marked the right than on the left 
Chart). The cerebrospinal pressure is now 10 mm. Hg. as compared with 10 1 
before the first operation 

Second Operation.—October 3, 1927 lranstrontal craniotomy, left Loca 
thesia. Closure under ether. The flap was reflected from the left frontal area pri 
corresponding to that of the first operation on the right—that is, a high frontal f 
with the incision about the middle of the forehead. The dura was moderately t 
is before and there was considerable fluid in the subarachnoid space 

The frontal lobe was carefully elevated until the olfactory nerve was seen, and 
the optic nerve and to the inner side of the optic nerve the bluish wall of the tufnor \ 


needle was introduced but no fluid was withdrawn 


\n incision was made with a capsular knife and as much of the wall as 


presente 
pt 


was removed with a pituitary punch, so that the left optic nerve and the correspor 


half of the chiasm was entirely free of pressurt 
There was practically no bleeding although a small muscle graft was placed in tl 
raw bed of the adenoma as a guard against oozing, and the wound closed without drainag: 


Comment.—Particularly impressive today was the uniform pulse and blood pressut 
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POST-OPERATIVE PULMONARY ATELECTASIS * 
By Watrer Estrett Lee, M.D., Gasriet Tucker, M.D. 
AND 


Louis Cuierr, M.D. 


or PxHILADeLputia, Pa. 


FROM THE PENNSYLVANIA HOSPITAL PHILADELPHIA, PA 


Our continued interest in the subject of post-operative pulmonary atele« 
tasis has served to convince us more firmly in the probability of the statement 
made in our first report (ANNALS oF SuRGERY, April, 1924, p. 506), “that 
the phenomena of pulmo 
nary collapse of varying 
degrees, together with pul 
monary embolism and 
infarction, are the real 
etiological factors in post 
operative pulmonary com 
plications.” Weagree with 
Mastics in his recent esti 
mate that over 70 per cent 
of the so-called post-oper 
ative and post-anzstheti: 
pneumonias are varying 
degrees of atelectasis. We 
again state our belief that 
in the small proportion ot 
true pneumonias develop 
ing post-operatively, all 
start as varying degrees 
of atelectasis, and upon 
these lesions are engrafted 
infarction and infection 
Massive atele clasts, im 


volving more than one lobe 





of the lung, is usually 


Fic. 1.—-C. M., male, white, fifteen years. Pennsylvania Hos- mistaken for pleural effu 
pital. Forty-two hours after radical right inguinal herniorrhaphy ; 
massive atelectasis left lung $10n, empyema or pneu 


* A demonstration by motion pictures of the clinical phenomena of post-operative 
atelectasis and bronchoscopic removal of obstructing bronchial secretion, before the com 
bined meeting of the Philadelphia and New York Academies of Surgery held Feb 
ruary 8, 1928. 
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mothorax. Lobar atelectasis, involving but one lobe, is diagnosed lobar pneu 
monia. Lobular atelectasis, involving scattered areas in one or more bes 
receives the diagnosis of bronchopneumonia or pulmonary infarctior Phe 
fact that atelectasis has been recognized as a congenital lesion: occurt 
spontaneously; in bronchial and pulmonary infections; in nonpenetrating 
wounds of the thorax, abdomen and lower extremities; in increased abdor 


nal pressure, associated with tumors, intestinal distention and _ peritoneal 
effusion; in postures immobilizing the thorax and abdomen; in nasal a1 

pharyngeal diphtheria ; in 
foreign bodies in the tra- 
chea or bronchi: and fol 
lowing operations upon 
the abdominal wall, intra- 
abdominal organs, yeni- 
talia and lower extremi 
ties, indicates that more 
than one etiological fac 
tor may be involved. In 
the thirty-three cases of 
post-operative massive 
atelectasis whose records 
we have been able to study 
we are persuaded that two 
factors have been constant 
in this group: first, a thick 
vicid bron hial secre lion, 
and, second, some in/ihi 


tion of coughing. Because 





of the thick, tenacious 
character of this bron 
chial secretion and the in- _ pital. Rontgen-ray taken fourteen hours after b 


ability, or disinclination, 


of the patient to clear it from the bronchi, it accumulates in the dependent 


portions of the bronchial tree until at some point or points this stream of 
mucous completely occludes the lumen. If this occlusion takes place in a 
small bronchiole, we will have lobular atelectasis; if it occurs in a bronchus 


’ 
} 


leading to one lobe, we have lobar atelectasis ; and if 1t occurs in a main bron 
chus of either lung, we will have massive atelectasis. 

The mechanism by which such an obstruction may be produced has been 
recently suggested to us by the experimental work of Archibald, reported before 
the Association of Thoracic Surgeons at the New York meeting in 1927, upon 
The Dangers of Cough (rch. cf Surg., vol. xvi, Part 2, No. 1, January, 
1928, p. 322). The question was raised by Archibald that if the bronchial 
secretions are not entirely expelled by the expiratory effort, they might be 
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drawn further into the bronchial tree by the following inspiratory rush of ait 
He found that substances of a consistency of mineral oil were drawn furthet 
into and probably reached the terminal alveoli of the lungs after a number of 
coughing spells stimulated by mechanical irritation of the pharynx, while 
substances of greater consistency and viscosity, such as mucus and sputum 
were expelled by the first 
expiratory effort and 
cleared from the bron 
chial tree and were rarely 
drawn further into the 
bronchi It is conceivable 
that when the viscosity ot 
the bronchial secretion is 
not sufficient to insure its 
omplete expulsion by the 
expiratory cough, nor suf 
hciently fluid to be draw: 
into the terminal bronc! 

oles, it will move bacl 
ward and forwardat 
expiration and inspiration 
ind definite waves will b« 
created upon its surface 
here is one point, ol 
course, where the exp 
atory and the inspirator 
wave meet and here 

form of tidal bore may 
be created which can be 


compared to the wave 





produced by the meeti f 


Fr 3 Dog 456. Laboratory of Surs | Research, University 


of Pennsylvania, Philadelphia. Rontgen-r taker Doctor Per ot tides in a narrow bay 


lergrass, twenty-four hours before the explorator ] irotomy ane ess 
experimental production of massive post-operative nary atelec his Sugvests to us an ¢ 


of right lung 


iSIS 


planation of the piling up 


~ 


of the stream of vicid bronchial secretion into waves, one or more of whicl 
finally reach the opposite wall of the bronchus and because of its viscosity 
sticks and completely occludes the lumen of the tube. With recurring coug! 
ing and marked inspiratory efforts this mass of secretion is drawn furthet 
into the bronchus and complete obstruction is maintained. 

Clinically we have demonstrated that if this obstructidn can be overcom« 
by making the patient cough, by a change of position, as suggested by Santee, 
by vigorous shaking, and in young children, by actual spanking, and an airway 
be established past this point or points of obstruction, the patient may, tempo 


rarily at least, free the bronchial tree of large masses of secretion and thus 
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reinflate the pulmonary tissues. In eight cases we have found it ne 
deliberately to aspirate through a bronchoscope the obstructin: 


this bronchial secretion, and in each case immediate aeration and 


tion of the pulmonary tissue distal to the point of obstruction has 

The similarity ot the 
atelectasis found by 
Chevalier Jackson in for 
eign body obstruction of 
the bronchi to that of 
post-operative massive 
atelectasis was discussed 
with Jac kson by | eopold 
and Lee in 1923. Leopold 
suggested a condition of 
drowned lung to account 
for the density of the 
Rontgen-ray shadow 
found in post-operative 
massive atelectasis 
Drowned lung was de 
S¢ ribed by Johnson as an 
accumulation of a fluid 
exudate in the bronchi 
and air vesicles distal to 
the partially obstructing 
foreign body. The airen 
ters and leaves until such 
a time as the vesicles be 
come filled with exudate. 
In suc ha lesion there 
would be no actual de 
crease in the size of the 
lung, no true atelectasis, 


and, therefore, no dis 





placement of the heart 


* j I 1 Dog | I horatory of Surgical Rese if Univer 
such as we find in the iy of Pennsyivantn. Philadelphia. Rénteescray taken he Dost 
- . I \ r e the expl ] 
classic picture of massive pe 


atelectasis 

Recently at the Pennsylvania Hospital we have had presented an unusual 
opportunity in a case of massive post-operative pulmonary atelectasis of the 
left lung following a radical right inguinal herniorrhaphy under ether anzs 
thesia. During the administration of the anzesthetic there was more mucus in 
the respiratory tract than usual, an observation which is very common in this 
group we have studied. About twenty-four hours after the operation breath 
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ing became peculiarly distressing. It was quite evident that it was voluntarily 
restrained because of the pain in the operative wound. The temperature began 
to rise and there was a slight midsternal pain. Forty-two hours post-opera 
tively, the respiratory distress was more marked, and the cough was short, 
shallow and but slightly 
productive of a tenacious 
sputum. At this time there 
was distinct displacement 
of the heart to the left of 
its normal position, and 
the clinical diagnosis of 
massive atelectasis of 
Doctor White was con 

firmed by Rontgen-ray 
examination by Doctor 
Bishop. Ten hours after 
the onset of these clinical 
symptoms and three hours 
after its confirmation by 
Doctor Bishop, Doctor 
Clerf drained through a 
bronchoscope from the 
left main bronchus 9 c. 

of the usual characte 


istic, thick, tenacious 


bronchial secretion. Ba 

teriologic examination of 
this secretion gave a pure 
culture of pneumococcus 
There was immediate re 
lief following this bron 
choscopic drainage, more 
complete and satisfactory 


than in any of the previ 





ous cases in which this 


Fic. 5 Dog 456. Laboratory of Surgical Research, University had been attempted. The 
of Pennsylvania, Philadelphia. R6éntgen-ray by Doctor Pendergrass, 


three hours after exploratory laparotomy and the bronchoscopic in tact that in the other 
troduction of 7 c.c. of the obstructing secretion removed by Doctor rae , : 
Clerf from the left main bronchus of the patient, C. M. (Fig. 1) Cases forty-eight hours 


with massive post-operative atelectasis 


was the shortest interval 
between the onset of the symptoms and the bronchoscopic drainage was the 
explanation we gave for the more satisfactory results at this time. (See pro 
tocol No. 2 of Doctor Clerf.) This specimen of bronchial secretion was kept 
upon the ice for the next twenty-four hours until it was possible to provide 
the setting for its introduction into the main bronchus of a dog. In order 


10 
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that dll of the sus pec ted etiological tactors be provided, the dog was 


cotized with morphia, etherized, and then an operative incision wa 


through the upper half of the right rectus muscle, entering the abdomina 
cavity. This wound was closed by continuous layer sutures of silk and thet 
strapped with broad adhesive plaster which encircled the lower portion of the 


costal arches, as we dress so many of our upper abdominal wounds. The dog 
was then laid upon his 
right side and after co 
cainizing the nasopharynx 
the bronchoscope was in 
troduced into the main 
bronchus of the right 
lung and 7 c.c. of the se- 
cretion previously re 
moved from the left main 
bronchus of the patient 
was introduced into the 
right main bronchus of 
the dog \t first there 
was definite coughing 
and struggling, which 
fortunately resulted in 
the drawing of the secre 
tion into the deeper por- 
tions of the bronchial 
tee. \t this point Doc 
tor Ravdin introduced in 
traperitoneally 250 mgm. 
of sodium amytal, with 


the object of producing a 





deep narcosis and elim 





inating the cough refle xX. I f Dog No. 45¢ Laboratory of Surgical Research. Uni 
at versity of Pennsylvania, Philadelphia Réntgen-ray taken by De 

This Was promptly fol- tor Pendergrass three hours after exploratory laparotomy and the 
bronchoscopic introduction of c.c. of the obstructing secretio 

lowed by a dl ce pe ning removed by Doctor Clerf from the left main bronchus f the 

‘ patient M (Fig. 1) with massive post-operative atelectasis 


narcosis and the disap 
pearance of the cough reflex. With the loss of the cough reflex, respiratory 


efforts became deeper and the entire mass of bronchial secretion was drawn 


into the right bronchus \ few minutes after the completion of the intro 
duction of the bronchial secretion and following the removal of the broncho 
scope, definite respiratory distress developed This distress was so marked 
that it seemed for a time that the dog was about to die. The respiratory 


movements finally became regular and rhythmic and before the dog was 
placed in the kennel Doctor Ravdin said that the movements of the right side 
of the chest were almost lost, while those of the left side were very much 
exaggerated, and there was distinct bulging and a visible increase in the size 
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of the left half of the thoracic cavity. The dog was kept on his right side for 
three hours, at the end of which time a Rontgen-ray examination made by 
Doctor Pendergrass at the University Hospital showed that there was com 
plete atelectasis of all lobes of the right lung with transposition of the heart to 
the right beyond the spine. (See protocol No. 4 of Doctor Pendergrass. ) 
Although various substances have been tried to produce experimentally 
pulmonary atelectasis, as far as we know this is the first successful attempt 
in which the obstructing bronchial secretion from a clinical case of post 
operative massive atelectasis has been used to produce it in an animal. We 
feel that this opens a field of experimental research which will make it possibl 


to evaluate the various etiological factors which have been suggested. 


Protoco. No. 1.—Abstract of history of Doctor St. Claire, Pennsylvania Hospital 
Cosmo Manelli, male, white, single, fifteen years of age Pennsylvania Hospital 

January 7, 1928.—The patient was operated upon by Doctor Lee at about 2 | 
today and a radical herniorrhaphy performed upon a right inguinal hernia. During tl 
operation there was more mucus in the respiratory tract than usual and by the followin 
afternoon, twenty-four hours later, there was a definite cough, which, however, wa 
restrained because of the resulting pain in his operative wound. There was a slight ris 


in temperature at this time. 
January 8, 1928.—The patient complained this evening about 11 P.M. of sever: 
hi 


midsternal pain and some discomfort in his chest He would put his hand over thi 


leit side of his precordia and point to it as the site of his discomfort 

January 9, 1928, at 8 A.M., approximately forty-two hours after the operation, hi 
distress was more apparent and his cough short, embarrassed, frequent, and but slightly 
productive of a tenacious sputum. He complained of pain in his left axillary regi 
which extended to his precordia with each attempt at coughing. The fever has riset 


slowly and steadily during the night and his sleep was definitely interfered with. One 


dose of elixir terpene hydrate with 4% grain of codeine sulphate was his only medicatior 
\t the time of this examination, 8 A.M., there was distinct displacement of the heart t 
the left. This was between 2 and 3 cm. to the left of its normal position. There wa 
hyperresonance in the left anterior chest which blended with gastric tympany Pos 
teriorly the findings are those of consolidation. There was some impairment, distant 
tubular breathing over the lower half of the left chest and posterior to the posterior 
axillary line. By noon of this day the apex was felt in the fourth interspace behind the 
fold of the left pectoralis major muscl lhe whole anterior portion of the left chest 
was hyperresonant above this point and merged into the gastric tympany below Pi 

teriorly the whole left chest posterior to the posterior axillary line was impaired t 
percussion and there was distinct tubular breathing and egophony The short, paintul 
cough was increased and restlessness was very apparent at this time. There was a lool 
of anxiety accompanying the restlessness (yanosis gradually appeared during the 


morning and by noon it was quite evident in the lips, ears and under the finger nails 
\t noon the contrast between the freely moving right chest and the comparatively fixed 
left chest was striking. At 2 p.m. the right border of the heart to percussion was to the 


left of the left border of the sternum (the compensating right lung was probably 


encroaching sufficiently to give a false right cardiac border ) \t this time ROntgen-ray 
examination was made. The fluoroscopic examination showed the typical pictur 
massive atelectasis of the left lung he whole left chest was dark, in contrast to the 


right chest. The right diaphragm moved freely and with greater excursion than normal 
It was impossible to recognize the dome of the left diaphragm because of the density 
of the shadows. Displacement of the heart was sufficient to place the right bordet 


' 


beneath the sternum. On deep inspiration the heart displacement was increased toward 
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Bronchoscopic Finding.—Mucosa of the tracheobronchial tree normal. Complete 
occlusion of the right main bronchus and its branches by bronchial secretion provided by 
Doctor Lee and Doctor Clerf from a patient with massive atelectasis. 

Protrocot No. 4.—Doctor Pendergrass. January 12, 1928, Dog No. 456. 

Control Films: Heart is in the midline. Both lungs aerated normally. No increasec 
densities were seen. 


} 


Three hours after insufflation of material into the right bronchus: There is almost 


a complete atelectasis of the entire right lung, especially the right upper lobe and to a 


less extent the right lower lobe. The heart is displaced to the right 





STUDIES ON EXPERIMENTAL PULMONARY ATELECTASIS 
l THE PRODUCTION OF ATELECTASIS 


By Watrer Estrett Ler, M.D., I. S. Ravprn, M.D 
{ND 


GABRIEL Tucker, M.D., E. P. PENDERGRASS, M.D 


or PurLaApe puta, Pa 


FROM t “ i y 
IN \ papel pub in the pres t number th Jor RNAI { 
that atelectasis was reproduced in the dog after the injection into 


bronchus of some material, removed by Doctor Clert, trom a patient 


from this conditio1 [he present paper is one of a series of papers 
from this laboratory o1 the subject ot atelectasi Previous 
produce experimenta atelectasis by roreig bodies have eel 
(Mendelssohn in 1841 and Lictheim in 187 he more recent re 
this type ot atelecta is that of Coryllos and Birnbaum, whos 


review o1 the literature should be read by those interested in this suby¢ 


The use of material removed trom a clinical case has not been heretofor¢ 
reported, nor has the condition been reproduced by the use of a s 
¢ —— ‘ ]- ‘ ‘ ‘ 4 ‘ f 
material, similar 1 ; viscosity to that removed rom the patie 


believe that failure to reproduce this condition has been due to the 
to control the cough reflex and we further believe that with a matet 
proper viscosity, atelectasis can be produced at will without 
¥f the diaphragm other than that produced by the variation in the 
pressure of the pleural cavity which follows atelectasis. 

In order that all of the suspected etiological tactors be provided 


the dogs were first narcotized with morphine, anesthetized with etl 


an operative mcision was made through the uppel halt of the right rectus 


muscle, entering the abdominal cavity Chis wound was closed | lave 


sutures and then strapped with broad adhesive plaster which encircle 
lower portion ot the costal ar« hes, as we dress so many oft OUT Uppel 


inal wounds. Sodium amytal (sodium iso-amyl ethyl barbiturat was 


injected intraperitoneally, the amounts varying from 25 to 50 mgms. pet 


his resulted in profound anesthesia, with abolition of the cough refi 


from five to seven hours he dog was then laid upon his right side and the 


~ 


bronchoscope was introduced into the main bronchus of the right 


6 to 47 CL. OF the secretion previously removed by Doctor Clert 


I ret ‘ 


patient, or ot the synthetic substance, introduced into the right main b1 


“ig 


With the loss of the cough reflex, respiratory efforts became deeper 
the entire mass of bronchial secretion or acacia drawn into the right bronchus 


\ few minutes after the completion ot the introduction of the bronchial 
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secretion or synthetic preparation and following the removal of the broncho 
scope, definite respiratory distress develops. This distress is often so marked 
that it seems for a time that the dog is about to die. The respiratory move 
ments finally becom 
regular and rhythmic 
although due to the amy 
tal they are slow Phi 
movements of the right 
side of the chest becom 
restricted. while those of 
the left side are ver. 
much exaggerated, an 
there is a distinct bulgir 
and a visible increase 1 
the size of the left half ot 
the thoracic cavity 
apex beat of the heart 
shifts to the affected sid 
within thirty minutes 
three hours. 

The sec retion fre 
moved from the clini: 
case was studied in th 
laboratory for its visco 
ity. It was found to equal 
in Viscosity to a 100 pet 
cent. solution of acacia 
(tears). This study of the 
material from clinica 
cases 1s being turther cor 
tinued and will be the 
subject of a later papel 

The protocols ot the 
experimental work fo 
lows. The X-ray photo 


graphs were made in the 





anterior-posterior positiot 






Fic. 1 Dog 555 Laboratory of Surgical Research, University during ms Nration and eX 
of Pennsylvania, Philadelphia Réntgen-ray taken by Doctor Pen © 
lergrass twenty-four hours before laparotomy a1 the experimental ny v P ‘ ataral In 

. ' : é é < ‘ i iT 
production of massive post-operative atelectasis of the right lung pu ition unc] t later un 
rmal. Lee, Ravdin, Tucker was also made. 

January 11, 1928.—Dog No. 1, No. 456, a small mongrel, weighing five and two-tent! 
kilos, which had been given 1/6 grain of morphine per kilo, was strapped to the usu 
wooden operating table with all four extremities extended and lying on his back. H 
was anzsthetized with ether. The hair was shaved from the abdomen. the skin wa 


scrubbed with soap and water and painted with tincture of iodine, and the iodine remov 
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ied with the R6ntgen-ray at the University Hospital. This radiogram shows complete 
collapse of all lobes of the right lung with a shifting of the heart completely to the right 
side beyond the spinal column. Unfortunately, this picture was not developed until the 
following morning, the dog was sent back to the kennels where six hours after the intro 
duction of the first dose of sodium amytal he was given 130 mgms. more. When he was 
found the next day he was lying upon his left side and the unilateral phenomena which 
was so marked on the preceding afternoon had now disappeared. A radiogram taken at 
this time showed that the heart had returned to its median position and that there were 
patchy areas scattered throughout both lungs, and we have a picture here of either diffuss 
lobular areas of collapse or a broncho-pneumonia. 

January 12, 1928. After cocainizing the pharynx, the dog was again bronchoscoped 
and found a much thinner and more purulent bronchial secretion in the bronchi leading 
to practically all of the lobes. This was aspirated. 

January 19, 1928. Dog No. 2. No. 515. <A grayish mongrel weighing four and 
one-half kilos, was given 1% grains of morphine at 2:30 and at 3:30 ether anesthesia 
was begun. After the abdominal wall had been shaved and the skin prepared with 
iodine and alcohol, under surgical asepsis a three and one-half inch incision was made 
through the median edge of the upper half of the right rectus muscle. This incision 
entered the abdominal cavity, after which the peritoneum was closed by a continuous 
suture of silk, the anterior sheath of the rectus was closed by a similar suture of silk 
while the skin and subcutaneous tissues were approximated by continuous silk suture 
At the completion of this operation we injected intraperitoneally 200 mgms. of sodium 
amytal. Very shortly after this injection the dog’s respiratory movements ceased. The 
heart continued beating normally and as this cessation of respiration had followed the 
dropping of the head over the end of the table preparatory to the introduction of the 
bronchoscope, the head was elevated and artificial respiration given by pressing upon 
the chest, and the bronchoscope was introduced without the slightest spasm or cough 
reflex. After some minutes the dog took a deep breath and then at the rate of about two 
inspirations a minute the respiration was finally reéstablished. It was thought that this 
respiratory arrest was due to the narcotization of the morphine. The lower portion of 
the thoracic cage, including the costal arches, was then strapped with a two-inch band 
of adhesive plaster and through the bronchoscope, which was in the right main bronchus 
about 6 c.c. of the 100 per cent. acacia was introduced, which was about the estimated 
viscosity of the material removed from the obstructed left bronchus of Cosmo Manelli, a 
patient at the Pennsylvania Hospital. This acacia was introduced very easily and at the 
conclusion of the introduction of the 6 c.c., the bronchus was apparently occluded. During 
the introduction of this substance the dog lay on his right side. After the removal of 
the bronchoscope it seemed that the left side was moving more freely than the right 
and, as a matter of fact, it was questionable whether the right side was moving at all 
The bronchoscope was removed at 4:15 and the dog was immediately taken over to the 
X-ray room at the hospital and at 4:45, thirty minutes after the completion of the 
insufflation of the acacia mixture, a radiogram was taken, which showed the heart com 
pletely transposed to the right side of the spinal column. This was seen first at the 
fluoroscopic examination and later confirmed by the X-ray picture at 8:25 P.M. 

Dog No. 555, a mongrel, female, weighing five and five-tenths kilos. An exploratory 
laparotomy was performed on this dog under the usual technic. It was placed on the 
usual operating table, its extremities extended, the dog was first given 14 grains of mor 
phia hypodermically. It was then etherized and the skin of the lower chest and abdomen 
was shaved, scrubbed with soap and water and painted with tincture of iodine. An 
incision three inches in length was made through the right upper rectus muscle under 
usual surgical asepsis and the peritoneum was opened. The abdominal cavity was imme 
diately closed by continuous silk suture to the peritoneum. A similar suture was used to 
unite the anterior sheath of the rectus muscle and the skin and subcutaneous tissues were 
approximated by a continuous silk suture. The wound was painted with tincture of 
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iodine and then immobilized by a two inch band of adhe rw 
the lower thoracic cage At the completion of this Y 17 oT 
amytal was given intraperitoneally, which was at 10:30 Doctor Tucker 
duced the bronchoscope ithout any difficulty, the cough reflex havi be 
inhibited by the sodium amytal. About 7 c.c. of an acaci bstance wit 
28 was then introduced through the bronchoscope into the ght m 
there was no evidence itever of an airway persisting e ¢ was then 1: 
right side and taken a ckly as possible to the X-ray roor Just thirt 
the introduction of the substance the X-ray picture taken by Doct 
showed complete atele f all lobes of the right lungs ith transpos 
to the right of the spi lumi 

Doctor TUCKER Preliminary to bronchoscopy the dog received mot é 
anesthesia vhile laparot vas being done Narcosis was continued wit! t 
The reflexes were entire] bolished on introduction of the bronchoscope Phe 
the tracheobronchial t1 normal \ mixture prepart by Doctor Ray 
was introduced into the t main bronchus 

It was noted tl ranch bronchus came from the rig lun pr 
carina No attempt wv ide to introduce the mixture to t bran brot 
obstructing mediun troduced into the lower three she of the right h 
effort at expulsion w e by coughing 

['wenty-tour hour r the introducti of this substance the broncl 
nation of the tracheol il tree I \ small quantiti secret te t 
bronchus with slight f tor reactio1 t the mu i lhe activity t t 
of the lung seemed to be I tha n the left side It , vossible to as , 
small quantity of the se t Reflexes were still prese 

Dog No. 571, wei ( ind five-tenths kil He received a prelit 
morphia, was deepl thetized and then the sk was aver er the lower t 
the entire anterior abdor il wall This sk vas then scrubbed with soap and w 
painted with tincture dine An exploratory laparotomy was performed thr 
incision three inches l th passing through the upper half of the right rectu 
This wound was immme tely closed by continuous silk suture. one to the pe 
a second layer to unite interior sheath of the rectus muscle, and a third t 
mate the skin and sub eous tissues rhe wound was then painted with t 
iodine and strapped with a tw ch band of adhesive plaster to immobilize the upy 
men and lower thorac At the completion of the peration Doctor Tucker 
s follows 

The mucosa of t t eobroncl tree ind the bron 1 movements ere 

There was slight refi asm ot! troductio f the hr ’ scope to the b 
At this stage Doctor R ive the dog traperiton ill 200 mems. of sodiun 
and in a vet hort t the cough reflex was entirely st in the deeper | 
the tracheobronchial tr Che acacia mixture was troduced through the 
scope into the right 1 bronchus All branch broncl helow the level f ¢} 
were filled with this ture t was noted that a br h bronchi came off 1 
to the carina of the right | re No eftort was made t introduce the mixture 
branch bronchus 

[wo hours later bronchoscopy, the mucosa was rmal in appearance 
was no return ot the refle Considerable secretion was aspirated from all of t 
bronchi below the cari the right lune The substance had changed oT 
being much re fluid istency than when introduced lhe branch bron 
open atter aspiratioi thought by clinical examination that the lung at 
panded A very slight t of positive pressure was used. Following this 
apparent that there was a definite change in the position of the heart, it m« 
left side This observ it! vas not entirel confirmed by fluor scopic examinati 
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X-ray picture was taken by Doctor Pendergrass very shortly after this bronchose 


drainage, and he reported as follows 


] 


Control films before the injection of the material show the heart to be deviated t 


the right slightly in inspiration, or possi 
more probable. 
February 15, 1928, about two hours 


showed atelectasis of the lower lobe on tl 


deviated to the right in both phases of respir: 


February 15, 1928. Examination of tl 


drainage of the acacia substance which had 


showed the heart to be in its normal positio1 


Dog No. 612, a mongrel, weighing thr« 


1 
ny 


the dog was rotated slightly The lattes 


after injection of material, the examunat 


ve right side and that the heart was markedl 


ie dog shortly after removal by bronchos« 
been introduced into the right lower broncl 
in both phases of respiration 
e and five-tenths kilos After receiving a pt 


liminary dose of morphia and deep ether anzsthesia the skin was shaved over the lower 


thorax and the entire anterior abdominal w 
and painted with tincture of iodine and 
the upper right rectus muscle. The abdon 
continuous suture for the peritoneum, a 
rectus muscle, and the skin and subcutaneo 
The wound was painted with iodine and t 
plaster which immobilized the lower thora 
of sodium amytal was then given intrapet 
by Doctor Tucker, whose report is as folk 


The bronchoscopic examination shov 
entirely abolished. The mucosa of the tra 
were normal. A mixture of acacia prepat 


to that of the original material fro 


of the right lung, completely blocking the br 


noted that a branch bronchus came off f1 
lung just above the level of the cari 
branch bronchus. 

Bronchoscopy two hours later and afte 
massive collapse had occurred in the right 
to the right of the spine, showed the mu 


There was some secretion in all bronchial 


j 


much thinner in consistency than the substa: 


was aspirated and the branch bronchi remair 


The same experiment of inflation wit 
thought to distend the lung and allow th 
cbservation was based on clinical examinati 

X ray report by Doctor Pendergrass w 

The control films made before any « 


to be in the normal position and not displa 


15, 1928, about two hours after the inijectior 


displaced to the right in both phases of res] 


view showed definite atelectasis of the lung 
February 15, 1928. A very short tim 


substance by Doctor Tucker the heart was 
in both phases of respiration. A slight an 


in both lungs. 


inal wall 


similar suture for the anterior sheath 


j 
itoneal 


all. It was then scrubbed with soap and water 


an exploratory laparotomy was done thr 


| was closed by layer sutures of 


is tissues were united by continuous silk sutur 


en strapped with a two-inch band of ad 


ic Cage One hundred and twenty-five 


ly and the bronchoscope was introd 


ed no spasm of the larynx Reflexes we 
heobronchial tree and the bronchial m« 

ed by Doctor Ravdin with a viscosity sin 
human was introduced into the main br 


inches below the level of the car 


the right side of the trachea to th 


Ch substance was not introduced 
r it has been demonstrated by the X-1 
lung and that the heart had been tray 
f the tracheobronchial tree to be 
branches below the level of the carina 
introduced bronchoscopically Vhe " 
ed opel 
positive pressure was carried out ane | \ 
heart to return to its normal positior 


ind not on fluoroscopic examinativot 


<perimental work was done showed the 


ed in the two phases of respiration. Febru 
it the acacia substance the heart was 


ration, but more on inspiration. The latet 


itter the bronchoscopic removal of the a 
found to have returned to its normal positi 


unt of atelectasis or lung reaction is present 
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ARNOLD S. JACKSON 


It appeared that the degree of reaction occurring after operation could be 
largely controlled by the amount of iodin. This was also true of the operation 
itself. Not only was the clinical condition remarkably improved so that the 
patient required no general anzsthesia, but thyroidectomy was greatly simpli 
fied because the gland was less vascular and friable. Gross pathologic study 
confirmed this observation and in 1925, I demonstrated microscopically the 
transition from hyperplasia to colloid.* Since then, however, Marine has 
shown me slides that he prepared in 1912, with the same observation. Untor 
tunately the remarkable effect that he observed did not become generally 
known, and not until eighteen years later did Plummer revolutionize the 
treatment of this disease. If these facts had only been conclusively proved 
by Trousseau, Kocher, or even Marine, thousands of needless ligations and 
stage operations could have been eliminated, and many deaths might have 
been prevented. 

There are certain qualifications to be made regarding the statement that 
primary thyroidectomy may be performed in practically all cases of exoph 
thalmic goitre. Even in the hands of the most skilled operator unfortunate 
results occur because of the failure to attend to certain details. In thyroid 
surgery it is the little things that make the big things. There must be infinite 
attention in the care of the patient from the time he is first seen until he is 
finally dismissed from observation. ‘To begin with, the patient’s confidence 
must be won and the surgeon’s experience has taught him that among other 
things it is advantageous to allow contact with patients who have already been 
operated on. The patient cannot be successfully cared for by untrained nurses 
They must be keen, alert and above all, experienced. The condition of a 
goitre patient can change for better or worse in a few hours, depending on 
the nurse. The mere method of administering iodin is a simple matter and 
yet failure to use the proper methods nearly cost the lives of two patients 
| was called to see. The proper assistance in the operating room, the type of 
anzsthesia, and the experience of the surgeon are all factors that influence the 
successful outcome of thyroidectomy. 

If one can count on all these conditions as being favorable and if the 
patient has received the proper amount of preparation, | believe that in the 
majority of instances primary thyroidectomy may be performed. Certain res 
ervations must of course be made as, for example, when hyperthyroidism has 
persisted over such a long period that the heart is badly decompensated. Only 
occasionally age might be a factor. Neither of these conditions, however, has 
given me concern. The greatest risks occur when patients have been given 
iodin for many months until they have developed tolerance to it. In these 
cases I have learned that by greatly increasing their usual dosage, that is, 
giving 120 drops or more a day, they may be put in fair condition for opera 
tion. In such instances one may expect considerable post-operative reaction 

Before iodin was used in the treatment of exophthalmic goitre, post-opera 
tive hyperthyroidism was evidenced by a greatly accelerated pulse rate, extreme 
restlessness, and nervousness verging on delirium, fever with rapidly mount 
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ing temperature, and gastro-intestinal crisis. The reaction as it is now observed 
is greatly modified, but in the more toxic cases the pulse rate may rise to 160 
or more for a day or two; repeated emesis may occur and the temperature at 
times reaches 103° F. All of these symptoms are largely controlled by 
provided this is retained 

Frequently, however, the liquid given by proctoclysis is expelle 
emesis occurs almost as soon as the iodin is swallowed. At times the iodi 
even if well diluted seems to irritate the larynx causing an excess of mucus 


To control these symptoms the duodenal tube was tried as a means of 


ducing 10din. This method has now been used in thirty cases and 


proved greatly beneficial. (Tabulation. ) 


UMMARY Ol THIRTY CASES 


Age 28.6 vears 
Duration of disease 15 weeks 
Loss of weight 33.5 p 
Days of preparatior 9 
Basal metabolic rate on admission plus 65 per cent 
Basal metabolic rate after administration of iodin plus 46 per cent 
Basal metabolic rate on discharge plus 11 per 
Pulse rate on admission ! 132 
Pulse rate atter administration of todin Q4 
Pulse rate after thyroidectomy (maximal ) 122 
Temperature after thyroidectomy (maximal ) 102.3° | 
Davs in bed after peration 4.5 

In order to perform primary thyroidectomy in all cases, various methods 


have constantly been studied to reduce post-operative reaction. Certain nurses 
were especially trained to care for these patients, so that they might be famili 
with every detail. For the past two years, at the suggestion of Dr. Harold 
Marsh, each patient was given 30 gm. of glucose and 100 gm. of orange juice 
two hours before operation. Lugol’s solution, four doses of 10 drops eacl 
has been given preceding thyroidectomy. All patients received 4 grain mot 


1 


phin and 1/300 grain scopolamin an hour before operation. This procedurt 
together with local anzsthesia has been used for the past eight years at th 
Clinic and has proved entirely successful. Patients leave the operating tabl 
in practically the same general condition as before the operation, Only rarely 
it may be necessary to resort to nitrous oxid and then one is impressed with 
the fact that the patient is no longer under the control of the surgeon but 
rather of the anesthetist. The increased venous congestion adds to the diff 

culties of the surgeon because of the increased hemorrhage. 

Although the degree of post-operative reaction was considerably modified 
by these measures, there still remained a certain group of cases that caused 
some apprehension. These were the patients who were troubled with mucus 
or repeated emesis. It seemed that if the iodin could be introduced directly 
into the duodenum these difficulties could be overcome. The first case in 
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which the duodenal tube was used, was that of an extremely toxic patient wh 
previous to treatment registered a basal metabolic rate of plus 86 per cent 
Thyroidectomy was successful under local anzesthesia, but during the afternoor 
it was impossible for the patient to retain iodin either by mouth or rectu 
\t five o’clock a daodenal tube was passed, iodin and fluids were introduc: 
freely and within thirty minutes the patient’s condition had improved 
remarkably that savisfactory recovery was practically certain. 

The next case in which the tube was used was that of another extrem 
toxic patient. He showed signs of developing pneumonia through 
accumulation of excessive mucus that was apparently due to irritation o1 
the larynx from iodin. The tube was passed and the tendency to tort 
tion of mucus greatly reduced by introducing iodin and fluids directly 
the duodenum. 

While the use of large doses of iodin, glucose, and orange juice precedi 
operation has modified post-operative reaction, the most important tactot 
ny experience, since the introduction of iodin, has been the use of the duo 
denal tube before, during, and after operation. Asaresult of early experienc 
it was decided to introduce the tube the afternoon before operation. Thi 
allowed the patient to adjust himself to the tube and at the same time by 


of the Murphy drip gave assurance that even while the patient was aslee] 


Huids, nourishment, and iodin were being absorbed. The patients now com 
to the operating room under ideal conditions. The period of time that for 
merly elapsed previous to operation in which the patient received no fur 
or 10din is now eliminated hese ideal conditions are enhanced by tl 
lact that any tendency to hyperthyroidism that might develop is_ he 


check by the constant introduction of iodin, fluids, and nourishment tarou 
the tube while the patient is on the operating table. The duodenal tule 
attached by a rubber tube to an ordinary proctociysis can suspended o1 
standard. It causes little or no annoyance to the patient ; some actually prefei 
to allow the tube to remain rather than to undergo the exertion of swallown 

| have always felt that, no matter how serious the case, if operation w 
to be performed at all, primary thyroidectomy couid be as safeiy done as 
tion or the stage operation, provided it could be performed under ideal cond 
tions. The use of the duodenal tube has supplied the one needed factor 
that of insuring a constant intake of iodin, fluids, and nourishment, without 
increasing the amount of mucus 

Since using the tube the post-operative reaction occurring in cases | have 
observed has been negligible. These include elderly patients, long standit 
cases, children, and serious cases in which the patient has been on iodin treat 
ment for a long time. 


\s a rule the tube is withdrawn in forty-eight hours ; 


~_ = ' 
», OCCASIONALLY 1 
removed sooner, or is allowed to remain another day. Patients often experi 
ence a mild crisis on the day after operation; if however their condition is 


good at this time and the intake of fluids has been satisfactory the tube may 


be removed. In two cases the tube appeared to hinder the patient trom expe 
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THE THERAPEUTIC VALUE OF IRRADIATION IN THE 
TREATMENT OF MAMMARY CANCER 
\ SURVEY OF FIVE-YEAR RESULTS IN 355 CASES TREATED AT THE 
MEMORIAL HOSPITAL OF NEW YORK 


By Burton J. Ler, M.D. 
oF NEW YorK, N =; 


THIS paper represents an analysis of the results obtained by irradiation, 
with and without surgery, in 182 primary operable and 173 primary inoperable 
cases, admitted to the Breast Clinic, five years or more ago. Our effort has 
not been directed to prove irradiation effective, but to ascertain its value, if 
it had any. The patients have been followed continually, the percentage of 
the follow-up being 97.2 per cent. 

We will first discuss the technic of irradiation. 


TECHNIC OF IRRADIATION 


The large literature which has accumulated upon irradiation methods and 
dosage, attests both the difficulties and the importance of the problem. A 
gradual improvement in technic has resulted, from the employment of better 
X-ray equipment, more satisfactory radium applicators and an accumulation 
of data from the physical and pathological laboratories. Most of the patients, 
in this report, received the major portion of their treatment before these more 
effective methods had been developed 

Treatment by X-rays.—Until the year 1920, the only Rontgen-ray machines 
in use at the Memorial Hospital for therapeutic purposes, were those of the 
so-called low-voltage type. The treatment was given in cycles, each cycle 
including from four to six treatments. The whole breast and adjacent regions 
were divided into four or six areas, each area being treated on successive or 
alternate days, until all had been irradiated. This type of treatment was 
given, in some instances, for months, with little or no intermission between 
cycles. While subject to considerable variation, the set-up for delivering the 
dose was as follows: A peak voltage varying between 120-135 K.V., 5 milli 
amperes of current, 3 to 4 millimetres of aluminum filter, a focal distance of 
8 to 834 inches, and a treatment time of 3 to 6 minutes. Later, the time was 


t 


lengthened to 7 or 8 minutes, the focal skin distance increased to 9 or 10 
inches, but the number of aluminum filters was unchanged. We have, arbi 
trarily, called this form of X-ray treatment, L. V. 1. 

A review of our earlier clinical records reveals a considerable latitude in 
planning and delivering X-ray dosage. Although our experience was meagre, 
the treatment of each patient was considered an individual problem, to be 
dealt with as the best clinical judgment would dictate. A large corpulent 
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subject was treated with a large portal of entry, the focal skin distance being 
° > 


also increased, if the tumor lay at a considerable depth. Superficial foci in 


o this form of 


therapy, but some of the deeper lesions also showed a considerable degree of 


the skin and subcutaneous tissue responded more readily t 


regression, when persist- 
ent and repeated treat- 
ments were continued 
over along period of time. 

It seemed probable 
that a more intensive type 
of treatment would yield 
more satisfactory results 
and accordingly, about 
1921, the low-voltage tech 
nic was considerably mod 
ified. The set-up included 
a peak voltage of about 
140 K.V., 4 milliamperes 
of current, 4 millimetres 
of aluminum filter, a 10 
to 12 inch target skin dis- 
tance and a 15 minute ex- 
posure. The size of the 
skin areas exposed was 
not constant, but the aver- 
age portal used was, ap- 
proximately, 300 square 
centimetres. We desig 


nated this mode of treat 





ment,L.V.2. Thismethod Fic. 1.—Carcinoma of the breast following irradiation. Sectior 
seemed more effective in ee a ee 
delivering a dose to a tumor at a depth. More satisfactory regressions and 
more pronounced histological changes were obtained, in shorter periods of 
time, than had been possible with the L. V. 1 type of therapy. 

The desire to approximate the intensity of radiation obtained by the new 
high-voltage machines led to a further modification in low-voltage technic in 
1922. With the same peak voltage of 140 K.V., using 4 milliamperes of cur- 
rent, 5 millimetres of aluminum filter and an average portal of entry of 300 
square centimetres, the focal skin distance was increased to 15 inches and the 
time to 25 minutes. This type of treatment has been designated, L. V. 3. 
The regressions in deeper tumors obtained by this newer technic seemed more 
often satisfactory than with either of the two former methods. 

During the past five years, high-voltage therapy has been utilized as one 
of the methods of treatment in dealing with mammary cancer by irradiation. 
The regressions obtained by its use, in general, have been more pronounced 
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than by any of the previous low-voltage methods. The massive dose technic, 
begun in Germany, has had many adherents in this country, but at the 
Memorial Hospital, the so-called, divided dose method, has been considered 
safer therapv. The set-up with our treatment by high-voltage has been as 
follows: A peak voltage of 180 to 200 K.V.; 4 milliamperes of current ; 


T 


,» millimetre of copper and 1 millimetre of aluminum filter; with a portal of 
entry of about 300 square centimetres, a target skin distance of 50 centimetres 
was used. The time of exposure has varied from 60 to 8o minutes, the 
former delivering a suberythema dose, while the latter has usually produced 
a distinct erythema. This type of therapy has been designated H. V. 

Mrs. Edith H. Quimby, of the physical laboratory, has furnished the 


‘ 


following table, indicating the effect of the size of the diaphragm on the 


juantity of radiation reaching a given point. The results in this table are 
based on experimental work. The values for the 10x 10 centimetre dia 


phragm have been used as standard, and the change in both surface and deptl 
doses for other diaphragms given The work has not been done for the 
lower voltages, but there would be a similar variation in intensity of about 


the same magnitude. 


E fre t of Size of Diaphragm nm (J/unantit f Radiation Reaching a Given | 
200 K.V. 50 cm, F.S. Distance 0.5 mm. Cu. & I mt \ 
) Are S 
, 
Vey 
I 
600 400 00 00 Oo 
0 116 II4 1O4 Io 93 XO 
2 L109 LOS Q9 Od 4 74 
s Ss 82 72 Hb s6 14 
10 48 46 37 33 26 21 
Is 30 27 2 17 13 1O 


The larger the portal of entry, the larger is the dose delivered to tissue at am 
depth, because of the added amount of scattered radiation. For exampl 
let us compare the quantities of radiation obtained with a portal of 25 squar 
centimetres to those with a portal of 100 square centimetres. At the skit 
surface, the smaller portal provides 86 per cent. of that obtained with the 
larger diaphragm. At a depth of 5 centimetres, but 66 per cent. is delivered 
while at a depth of 15 centimetres the figure falls to 17 per cent. 

It is apparent that the portal of entry is an important factor in dosage 
and it must be recorded for a proper estimation of the dose delivered 

Mrs. Quimby has, also, furnished the following table showing depth doses 
for various types of irradiation. The data for L. V. 2, high voltage, and the 
6 and 10 centimetre packs are experimental. Those for & f £- fas} 3 
and the tray are calculated. 

[tf one compares the percentages of skin erythema dose delivered by 
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of a breast tumor with a full erythema dose; or by repeated treatments of 
supraclavicular nodes and large recurrences or metastases of the chest wall. 
Many satisfactory regressions in metastases to bone, especially in the spine, 
have occurred in using the 6 centimetre pack; when the distance has been 
increased to 10 centimetres and a dosage of 18,000 to 20,000 millicurie hours 
used, still better results 
have been obtained. Our 
most striking regressions 
have occurred when both 
high-voltage X-rays and 
the radium pack have been 
employed over identical 
areas, an interval of only 
two or three days in 
tervening between treat 
ments. 

Tray.—The radium 
tray is a small applicator 
4x6 cm. in size, designed 
for the treatment of 
smaller lesions, the filtra 
tion being the same as for 
the pack. The amount of 
radium available is usu 
ally 1000 millicuries, and 
with a dosage of 3000 
millicurie hours at 3 cen 
timetres distance, a fairly 


full erythema appears. 





Our best results in the 
and teing2p Radiation effects in mammary cancer; fragmentation use of the tray have been 
eet obtained in the treatment 
of recurrences of the chest wall, small primary tumors of the breast, or metas 
tases in the lower part of the axilla. Combined with high-voltage, it has been 
still more effective. 

Interstitial Irradiation.—This form of irradiation has been given, employ- 
ing glass emanation tubes or platinum needles. 

Glass Emanation Tubes.—These emanation tubes have often been terme€ 
“bare tubes,’’ as no filter, save the glass, was provided. The implantation of 
these tubes into tumor tissue has been accomplished by means of needle 
trocars, with a minute metal plunger. One tube with a value of 1 to 1.5 milli 
curies was introduced into each c.c. of tumor tissue to be treated. In treating 
a small neoplasm, an even distribution of bare tubes was possible. A disad 
vantage arose in connection with the use of bare tubes, from the inflammatory 
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reaction induced by the beta rays, which the glass does not filter out. Fre- 
quently, this inflammation was marked, the patient suffering considerable 
discomfort and pain. Nevertheless, some of our best results in the primary 
operable cases treated by radiation have been obtained by the use of bare 
tubes, in small localized carcinomas of the breast. 

Platinum Needles.—When larger tumors were to be irradiated. platinum 
needles, witha filtration of 
0.4 millimetre of platinum 


: " ; pa : 2 i ; 
have been employed, as it * ae RA ee ee BE ‘5 
. a - { 


was impossible to implant 
bare tubes uniformly 
throughout the mass. The 
needles were spaced about 
2 centimetres apart. The 
immediate regressions 
were striking, in some of 
the early cases treated with 
these needles. Witha dose 
as small as 70 millicurie 
hours per needle, some tu- 
mors regressed and have 
remained quiescent over a 
period of years. We now 
know that these dosages 
were wholly ineffectual to 
completely destroy the 
lesion. The dose has been 
increased to 700 millicurie 
hours per needle for the 
primary tumor, and 500 to 
600 millicurie hours for 





irradiation 


the treatment of metas- 
tases to axillary nodes. The needles should never be introduced nearer the 
brachial plexus than 2 to 3 centimetres, for otherwise an intractable and dis- 
tressing neuritis may result. Such a complication has arisen in but two of the 
patients in this series. 

Limitations of Radium and Roéntgen-ray Th rapy.—Light-complexioned 
individuals, and especially those with reddish hair and ruddy complexions, 
develop a skin erythema more readily than do brunettes. In treating the 
former, a dosage less than the average should be planned and given, or skin 
damage may follow. Upon the other hand, anemic and under-nourished indi- 
viduals develop an erythema less readily than does the average patient. 

The general condition of the patient must be borne in mind, in planning 
any form of radiation treatment. An individual in poor general condition 
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should not be subjected to prolonged or heavy irradiation, for such a patient 
does not react well to the use of these agents, and the local lesion regresses 
less satistactorily. In this group, the best result that may be hoped for, is 
certain degree of palliation. 

The adjacent normal tissues irradiated have a limit of tolerance. Thi 
skin will stand only a certain amount at any single dose, and repetitions o| 
treatment may not be cat 
ried on indefinitely or skin 
destruction will surely fol 
low. This untoward acct 
dent occurred ina tew 
the earlier cases treated 
but no such complicatior 
has arisen in recent yeat 

The subcutaneous tis 
sue atrophies with pro 
longed irradiation, asso 
ciated with a gradually 
diminishing blood supply 
and treatment here, also 
has definite limitations. [1 
dealing with chest metas 


tasis, the lung tissue 





likewise irradiated, 


numerous cases have beet 


Fic. 4 Hyalinization in mammary cat lation 


reported in the literature 
of diffuse and sometimes fatal pulmonary fibrosis, following a prolonged seri 
of heavy high-voltage treatments of the chest. No case of extensive or fat: 
pulmonary fibrosis had ever occurred at the Memorial Hospital as far as ou 
knowledge goes. 

In treating metastasis to supraclavicular nodes by external radiation, pet 
sistent treatment may result in an intractable neuritis of the brachial plexus 
ne patient, in the present series, suffered from this complication, followi 
the use of four radium packs and four high-voltage treatments over on 
supraclavicular area. 

Late Skin Changes Following Radiation—When the L. V. 1 type ot 
treatment has been used over a long period, considerable skin atrophy am 
small telangiectases may appear, two or three years later. In many cases 
these have increased in size and number, often covering the entire irradiated 
area. Observed year by year, a few of these patients have exhibited ski 
changes, which were progressive, and ultimately, areas of ulceration mad 
their appearance. In two instances, a squamous-cell epithelioma developed 
in the over-irradiated skin. In one case, a wide surgical removal of the dis 
eased area, done six years ago, has been successful in eradicating the disease 
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The second patient has, up to the present writu retused operative 
interference. 

Gross and Micr bic Changes in Tumor 7 tc Induced hy Radia 
Gross Changes Wher idequate external radiation is used or the interstitia 
method employed when the two methods are combined, changes occut 
the tumors treated with varying degrees of response, for tumors diffe: 


respect to their radu 
sitivity, the more cellular 
being uniformly the more 
radio-sensitive \larked 
regression in siz 

observed in some of the 
more cellular neopl: 11s, 
within two to four weeks 
trom the time ot treat 
ment. Complete disappear 
ance of the mass tollowe¢ 
inatewinstances. \Wenow 
considet 
diminution in the size ot 
a breast tumor or its con 
plete disappearance, tol 
lowing irraciation, is trust 


worthy evice nce of cancel 





Therefore, this reaction 1s 
of diagnosti value no 


other tumor of the mam 


mary gland responding to radiation in this characteristic way. ie xceptionall) 

cancer ol the breast may show little or no regression following irradiatiot1 
When mammary carcinoma, which has been adequately irradiated, is se 

tioned, certain gross changes are evident, consisting of small areas of necrosis 


or liquefaction, representing devitalized masses of tumor cells and stroma 
Necrosis throughout the entire tumor is unusual hese areas are more fr 
quently encountered when interstitial radiation has been employed, and may 
extend 1 to 2 centimetres on all sides of the site of radium implantatio1 
Microscopic Cha he material available in the pathological labor: 
tory has permitted the study of a considerable number of cases, showin: 
radiation ettects Lhe histological evidence of changes In cancerous tissue, 
induced by radiation, may be summarized as follows Hyalinization of con 
nective tissue, granular degeneration ot the stroma, obliterating endarteritis, 


granular or hydropic degeneration of the cell cytoplasm, hyperchromatism, 


lragmentation or degeneration of nuclei, lymphocytic and plasma cell infil 


tration, considerable areas of necrosis, and occasionally in tumors, following 


prolonged irradiation, calcification. The limits of the present paper will not 


permit a turther discussion of these changes 
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PRIMARY OPERABLE PATIENTS 
Patients were placed in this series, based upon criteria, which the writer 
has outlined in previous papers. The cases have been studied in the three 
following groups. 


Group A. Received pre-operative irradiation, radical surgery and post-operative 


irradiation ....... ba mere ; See 4 1) 
Group B. Received radical surgery and post-operative irradiation 
Group C. Treated by irradiation with or without palliative surgery { 
Total 


Twenty patients were excluded from these groups for reasons indicat 


in Table IIT. 


Results in Primary Operable Patients 


A Dead ; 
\ . I 
ty I ~ Re ) Inte , 
W oi D : l 
A 
Pre-operative Irradiation, Surgery, 41 14 I 24 2 9) ) 
Post-operative Irradiation ifter 5 y1 
B 
Surgery 7 26 oO 19 O I 
Post-operative Irradiatior 
C 
Irradiation 15 11 I 22 6 5 
2atters 
re-operative Irradiation, Surger O 3 oO O 5 
P t | liat murg 7 3 57 
Surgery 
irradiation for Recurrence 5 2 oO 3 oO 0 10 
Surgery Alone I " 100 
Irradiation 
3 yrs. later Surgery I I 100 
Local Excision 6 2 3 I 50 
Irradiation after 5 yr 


Patients dying from intercurrent disease, after the five-year period, but 
with no evidence of cancer, have been considered five year satisfactory result 
Patients dying from intercurrent disease, before the expiration of the five 
years, but without evidence of cancer, have been excluded from statisti 
study, as well as those who have been completely lost track of. 

This series offers an opportunity for a comparative study of results 
the treatment of mammary carcinoma by radical surgery, combined with irrad 
ation, as compared with those obtained by the use of physical agents alon 
Moreover, it permits an evaluation of the efficacy of the types of pre-opera 


tive and post-operative irradiation, which we have employed. It also afford 


a comparison of results achieved by radical surgery, plus irradiation wit! 
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to point out that the percentage figures obtained by us when surgery alon 
was used are much lower than those reported by numerous other clinics 

When we consider the duration of disease after treatment, as outlined 
Table IV, we find that the cases treated by irradiation alone showed a longer 
average duration than any of the other three groups, while those treated | 
radical surgery alone showed the shortest duration. 

Age of the Patients —lIn the selection of patients for treatment by pl 
cal agents alone, we chose older women in whom operation seemed a mot 
formidable procedure and in whom a trial with irradiation seemed justifal 
Surgical experience has shown that advanced age presents no unusual hazar 
in connection with radical amputation of the breast. Nevertheless, a maj 
operation does loom rather large in the mind of the average patient sixty-t 
or seventy years of age, and much may be accomplished in such a case, 
the growth restraint which follows irradiation. 


When the patients in the primary operable series are classified accor 


to decades, the results are shown in the following table: 


TAI \ 
Pati nis 
D 
( / } (/ ra {,; if ) 
Group A 3 ( ( 
Pre-operative 
Irrad 
Mila 
Decade Surge i | 
Post-of 1 
Irradia 
21-30 0 4 I } 
31-40 ‘ 14 I 3 
{I-50 14 43 7 54 
51-00 13 if 5 44 
61-70 3 . 11 , 
Over 70 3 0 11 14 
, -_ 
41 Patient 74 P 36 Patient IS! 
15°, over 60 1° ver 60 61°, over 60 
= — oneal » * ( , me 
7% over 70 é Ve 70 31% over 70 


his table shows that the irradiation group contained a striking preponderat 
of older women in whom the disease is usually less active and corresponding! 
less menacing. This group should have had a higher percentage figur: 
satisfactory five year results than the other two groups, but such does 
prove to be the case. Therefore, the age comparison shows radiation alon 
at a disadvantage as compared wiih treatment by surgery and _ radiati 
combined. 

But advanced age was not the only determining factor for the selectior 


of cases tor radio-therapy. Several patients suffering from intercurrent d 


ease, such as diabetes, serious cardiac ailment and tuberculosis. were al 


chosen for treatment. A few patients rejected operation and some of thi 
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Pre-operative Irradiation Surgery 
Carcinoma Simplex .. ea oe * 2 
fibro 
Comedo Carcinocarcinoma 


Adenocarcinoma 


Surgery, Irradiation for Recurrenc 
Carcinoma Simplex 
Adenocarcinoma 


Carcinoma—type not stated 


Surgery Alone 
Adenocarcinoma 
Irradiation (3 years later, Surgery) 


Carcinoma—type not stated 


{ 


In the irradiation group, sections have been taken, when it could be don 
without detriment to the patient’s best interest. At times it was difficult t 
remove tissue from a tumor close to the skin without leaving, at the site ot 
section, a small tract leading down to the tumor, adding the additional hazat 
of infection. Furthermore, such a procedure may disseminate the disease by 
floating tumor cells into adjacent lymphatics or venules. We are convinced 
that a clinical diagnosis of carcinoma of the breast, made without mental 
reservation, and corroborated by several competent surgeons, should not be 
questioned. Where a reasonable doubt exists as to the presence of cancer, 
section should be taken or the tumor excised locally. This has been the rul 
in the present series. 

It is difficult to grade histologically, according to degrees of malignanc 
the patients in the three major groups in the foregoing table. However, on 
broad generalization can be made, namely: that the irradiation patients had 
less malignant types of the disease, from the standpoint of histology, thai 
those treated by a combination of surgery and irradiation. 

Palliative Surgery.—l\n ten of the patients in the irradiation group, some 
type of palliative surgery was performed.—A local excision, axillary disse 
tion or palliative mastectomy. One may question the wisdom of placing sucl 
cases in the irradiation group. They were included because palliative surgery 
was incidentai to the treatment by radiation. Palliative operations were don¢ 
because ulceration was imminent or the tissue changes precluded furthe: 
irradiation. 

Adequacy of Radiation in the Irradiation Group.—Despite the relatively 
poorer showing made by the irradiation cases, one may ask whether thes: 
patients received adequate radiation. Most of the treatment was given five 
or more years ago, and was necessarily empirical, as accurate data for dosag 
had not accumulated. Many patients were treated entirely by the old type, 
low-voltage X-ray machines, and much of the treatment was inadequate, in the 
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Primary Operable Group (Treated by Radium and X-rays 


Case No. 173.—C. S., aged forty-five years, a widow, of Americar 


parentage 
admitted on December 8, 1920. She had never been pregnant, and there had never be 
any history of trauma. In July, 1919, she noticed a retraction of the right nippl 
times she had experienced slight pain in and about this region 

Physical Examination—She was a well-nourished woman In the central port 
of the right breast was an irregular, firm mass I! x II centimetres with marked 
retraction. There was slight skin fixation and the surface of the tumor was irt 


No nodes could be palpated. X-ray examination of the chest was negati) 


monary metastasis 

Operation was advised, and a pre-operative cycle was given in December, 1920 
sisting of four L. V. 1 treatments of the right breast and drainage areas. Upon re 
sideration by the patient, she left the hospital, deciding that she would not 
operation. Later, through correspondence, the patient returned and decided to sub 
treatment of her mammary disease by irradiation 

Examination made October 1, 1921, showed that the mass in the breast was 
larger, with the nipple drawn upward and outward to a still greater degree lhe 
had almost disappeared and about it was a reddened irritated skin Phere 


palpable nodes in the axilla. 


On October 12, 1921, she received a cross-fire with two radium packs: 8129 mill 
hours over the inner side of the breast and 8072 millicurie hours over the oute1 
The distance was 6 centimetres and the filtration, 0.5 millimetre of silver and 
metres of lead. On November 19, 1921, platinum needles were inserted in tl 
giving 156 millicurie hours for each needle. On April 2, 1922, she received 9025 mill 


hours, a radium pack at 6 centimetres being applied directly over the ante 
of the breast No biopsy was done 

There was considerable immediate regression in the tumor. following « 
tion. No subsequent treatment has been usec The patient is now without « 


active disease, six years and five months after the beginning of treatment 


Six patients were treated by local removal of the mammary tumor, 1 
ceded and followed by irradiation Three of these have survived the five 
period without recurrence. An abstract of the case history of one 


satisfactory results obtained by this method is appended. 


Cas—E No. 154.—W. O., colored woman, aged forty-six years, born in the 1 


States, was admitted May, 1920. She was a widow and had had two lactati 


months duration without unusual incident. Nine months prior to admission sh« 

a small lump in the right breast. This not painful but had steadily increased 
Physical Examination.—The patient, who was obese, had a marked degre¢ 

insufficiency. Examination of the upper, middle segment of the right breast reve 

hard mass, 3 centimetres in diameter [he mass was sharply defined but was 

fixed to adjacent breast tissu There v no evidence of skin adherence and no axill 

lymph-nodes were palpable A chest plate was negative for evidenc 


monary metastases. 
At first, the patient re jected at operation because of her cardiac diseas« \ 

of X-rays, consisting of four treatments of L. V. 1 was given over the right br 

and lymph drainage areas. She was finally persuaded to submit to a local removal of 1 

mass. This was done under novocain anesthesia on June 11, 1920, carrying thi 


; 


wide of the tumor through norma! br 


ast tissue Doctor Ewing reported that th 


consisted of 4 cysts, each measuring 2 x 2 cm The walls of the cysts wert moot! 
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BURTON J. LEE 


has been heavy, more disturbing hemorrhage may be expected. It should bi 
noted that this unpleasant incident has been encountered in numerous cases 11 
which irradiation was never used. 

It has been our impression that wound healing has not been delaye: 


following the pre-operative treatment which we have employed. 


1 


A series of cases reported to this Association by Doctor Herendeen and 


the writer in 1925, strongly suggested that, where pre-operative irradiatiot 
had been used, a higher percentage of recoveries could be expected. Our 
conclusions were based upon three year results, for data over a longer perio 
had not accumulated. The present article permits a comparison of five-year 
results in a series of cases, where pre-operative irradiation was employed o1 
entirely omitted. 


\n inspection of Graph No. 1 shows that pre-operative irradiation has 


furnished a slightly higher percentage figure in five-year results than the 


groups in which preliminary irradiation was omitted. Upon the other har 


all 


when Table IV is studied, it is evident that when pre-operative irradiatio1 
was used, the average duration of life after treatment was six months longet 
than in the purely surgical group, and six months shorter than those receivin 
only post-operative irradiation 

\ review of the type of pre-operative \-ray treatment given reveals that 
in two-thirds of the patients the L.. V. 1 technic was employed. Moreover, 


in a large proportion of the patients, the ideal interval of three to fou 


weeks between irradiation and operation was not carried out. Frequently 
one cycle of L. V. 1 X-rays, given in five to seven days, was followed, a few 
days later, by radical surgery. Today we know that such treatment is 


less effectual as a pre-operative measure than the technic employed in mori 
recent cases. 

Post-operative Irradiation —Less objection has been raised to the employ 
ment of post-operative irradiation than to the use of radiation, prior t 
surgery. None of the objections to pre-operative irradiation have seemed 
valid when post-operative irradiation was proposed. The writer has_ fre 
quently outlined our reasons for employing post-operative irradiation routine] 
at the Memorial Hospital. 

An inspection of Graph No. 1 shows that the patients in whom post 
operative irradiation was used gave a percentage of five-year results whicl 
was much higher than in patients in whom this procedure was omitted. Th 
five-year results, in the surgical post-operative group, shows 35 per cent. alive 
and well, whereas, in the purely surgical group, but 15 per cent. of recoveries 
was obtained. If we turn to Table IV, one will see that the duration of life 
after radical surgery alone was three years, while the duration in the post 
operative irradiation group was four years and three months, representing a 
decided advantage in favor of post-operative treatment. 

Moreover, we have usually confined the post-operative treatment to one 
or two cycles of four treatments each. More recently, we are giving three 
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RESUI IN IRRADIATION OF M MARY CANCI 


or four such post-ope 


etrective 


W het we revi the type ot X ray treatment en to our 7 t 
operatively, we find that two thir ot them were treated by the \ 
+} +] lie ] , + 
of therapy, but freque y combine vith the L. V. 2 te 
1 
believe that the | t-operative irradiation, now in use at the Met 
pital, consisting of V.2orL. V. 3 types of treatment, for th ( 
portions of the operated side, and high-voltage for the two upper 
P1ve still better pe entage hgure 
| \ | l RABL TI 
In seventy-seven patients on whom cli operatio1 ; 
\lemorial Hlospit there was but one operative deat! the pati 1 ll 1! 
to pneumo tw er tte 1) his 18 an operative 1 
| } pel cent 
ik \I AK Y i’ I (,KdT I 
In two previ mmunications by the writer one ot Vy 
Herendeen was ted, the general management ot primary é ( 
cases and the met of irradiation employed were fully discus 
worket in { IS Il¢ ( that il cy watlol it the € CcCacVv OT ITT 
primary Opel é cer ot the bre t cou eve be satistact 
until trustwortl ta could be obtained upon the duration of the 
11 | . t T nrey? Sfit ST1 ‘ } le |} ) 
untre ( ( I ( Lly i very cos CS LY Tlaci¢ \ 
"ee , 
untreated cases | turnished the much-desired intormation WV 
pared fil eries W Lt group comprising 133 Of our OWN primary { 
Cases ( ( lO With Or WItThoU lative surgery, ali ( es 
tereactino fF Hoawing tahi ; nye ; +s 
ire 111lere 11it I ( OUOWN abt COMpares Line LWO YTOUDPS Wi 
the averagt ve d the average length ot lite 
Vil 
a nS pid ) } 
, ) ( 5 
Averas () 57.5 53 
Youngs 31 I 3 
()] t | X> , Rc 
Avert 10.5 14 
[he average total duration of disease in the untreated series was 40.5 
hs. while i t , 1s treated by irradi the rresponding 
months, while in ul own cases, treated Vy irradiation, the corres oO 
hgure was 44.60 months he patients, on the average, lived four months 
longer, where irradiation was used, than did the untreated cases. 
atients alive 


When the Daland curve is plotted, showing the percentage ot p 
vears, and our own results are 


al 


at six months intervals, for a period of ten 


le two curves are as tollows: 
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\n inspection of this graph shows that the two curves are closely cot 
parable, the Daland curve giving a higher percentage alive at the end of te 


vears than was obtained in our own series, following treatment by irradiatio1 


One would conclude from a study of these two curves that irradiati 
ineffective in altering the course of primary inoperable carcinoma of th 
breast. But such a conclusion is not fully justified. The major portion ot 


the treatment was given prior to May, 1922, when our X-ray equipment 
entirely low-voltage, and most of these patients received only the L. V. 1 1 
of treatment. 

X-rays of this sort were more effective in dealing with superficial lesior 
but the important extensions of the disease to the axilla, bones and viscet 
reacted less favorably to this type of therapy. \t first, treatment w 
focused upon the palpable lesions, while many metastatic areas received si 
irradiation. 

The following table shows the age at the onset of dis “ase, 1n the two seri 


of cases. 


VIII 
Age at Onset of Disease in Primary Inopera Cases 
| Ca | 
) ) ,P 
Pr 
Y Age G I 
es or , t8) 59 5 I $1 
$0-55 35 55 52 } 
Under 40 3 3 21 i 


Inspection of this table reveals that but 3 per cent. of Daland’s cases wer 


il 


the age group in which highest malignancy is expected, whereas 17 per cent 
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Primary Inoperable Group 


Case No. 306.—A. S., a widow, of Italian parentage, aged sixty-five years, wa 
admitted to the breast clinic, July 14, 1919. She had had four lactations, the last one 
&93, the duration of each being 18 months. Twenty-nine years before admission, 


abscess in the right breast was opened and drained. Seven months prior to admissi 
she noticed a small lump in the upper, outer portion of the right breast The br 


itself, increased in size and for two months had been tender and painful 


Physical examination showed a woman in fair nutrition. There was a mass 7 
centimetres in the upper, outer quadrant of the right breast. The nipple was retract 
and somewhat fixed. The skin overlying the tumor was reddened and the breast wa 


partially adherent to the chest wall. Several enlarged, hard nodes could be felt in the 
right axilla. 

From July to December, 19109, the patient was treated by L. V. 1 type of X-ra 
therapy, receiving, altogether, 19 treatments over the right breast and lymph-drainag: 
areas. In January, 1920, ulceration of the overlying skin occurred. A palliative maste 


tomy was done, January 15, 1920, dissection being carried down to the fascia over] 


the pectoralis muscle. The wound was partially closed by sutures. Three weeks 
the unhealed area was covered with pinch grafts, which took well and healed rapid 
Pathological examination of the specimen by Doctor Ewing showed a cellular carci 
with very extensive vascular hydropic degeneration throughout the tumor. In Octobe 
1920, an L. V. 1 cycle was used over the right breast and drainage areas and thi 
repeated in December of the same year 

There has been no subsequent treatment and the patient is alive and well 


years and ten months after admission 


PATHOLOGICAL HISTOLOGY 


Sections were obtained in seventy-three of the primary inoperable patients 


1 
] 


or 55 per cent. The pathological types encountered are indicated in tl 


folle wing table: 


Primary Inoperable Cases 
Carcinoma Simplex ti or 20 
alveolar .. rr Pecans “. 9 
fibro - es ee Pin ee 13 
sweat gland type ; warn ee ots 3 
Adenocarcinoma ” 
cellular ; fon = , 2 
mucous ... ; Bs 2 
papillary cyst ara ; vo I 
sweat gland typ : Pauw: hated ood 2 


Carcinoma—type not stated .. ore = eden ees 5 


CONCLUSIONS 


1. The treatment of carcinoma of the breast by irradiation methods, alone 
or combined with radical surgery, gives a higher percentage of good five-yeat 
results, than when radical surgery alone is employed. 

2. Pre-operative irradiation adds to the percentage figures of satisfactory 
five-year results. High-voltage treatment should be employed, permitting an 
interval of three to four weeks between treatment and operation. Carried 
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GASTROSTOMY IN CARCINOMA OF THE CESOPHAGUS 
By Greorce P. Mutier, M.D., 


AND 
Se_uinc Britt, M.D. 


or PurtaApeLtpnta, Pa 


FROM THE SURGICAL SERVIC! MIVISION 1OSPITAL OF THE UNIVERSITY OF PENNSYI 


One of the most tragic and discouraging consultations referred to 


surgeon is cancer of the cesophagus. In 1914, Chevalier Jackson ' stated 
the mortality of malignant diseases of the cesophagus was at that time 
per cent. Eleven years later Jackson ~* reiterates, “malignant diseases o 
cesophagus with its 100 per cent. mortality is one of the greatest repro 
to surgery today. In almost all other fields at least a tew cases are curt 
Today, he may still repeat the above with justification. 


1? 


(Cancer of the cesophagus is not a rare disease: only uterine, mal 
and gastric malignancy exceed it in frequency in the general cancer incidet 
In England and Wales there were 15,909 deaths from this cause duri 


ten years, 1911-1920 (Souttar).* Clayton,* in analysing 5900 autopsies pet 


formed in the past five years at the Philadelphia General Hospital 

S12 cases of malignancy, and of these, 41 (5.05 per cent.) died of car 
noma of the cesophagus. Vinson® reports 154 cases studied at the } 
Clinic in two years. In a group of 600 cases of carcinoma of the gast: 


intestinal tract studied by Friedenwald, Zinn, and Feldman,® 128 (21 
cent.) were of the cesophagus. ‘These facts bring out forcibly the import 


of Jackson’s statements. 
Until rather recently nearly every writer on the subject of cesopl 

cancer has advocated gastrostomy tor inoperable cases, and practical] 

has meant nearly all. Chr. A. Egeberg,’ a Norwegian surgeon, was apparent 

the first (1837) to advocate gastrostomy in the cases of stricture and dive 

1 


et, 


lum of the cesophagus. The operation was performed on animals by 


in Russia in 1842, and by Blondlot in France in 1843, for the purpos 


studying the physiology of digestion (Senn).* Sedillot® in 1849 first p 


formed the operation on a human being and it was by him that the te 
gastrostomy was coined. There then followed twenty-eight successive ce 


before the first successful case was performed in 1875 by Sidney Jone 


his case lived forty days and was for carcinoma of the cesophagus 
success was shortly followed by Verneuil’s '' case in 1876. By 1884 Gro 
was able to collect 207 cases of gastrostomy, 1607 of which were for cancer 
the cesophagus, and of these 117 (70 per cent.) died in one month a1 
per cent. in three months. (One case lived twelve months and one cas¢ 
teen months. In 1897, John Ashhurst ™ collected 189 additional cases w 
a mortality of 51.7 per cent 

* Read before the joint meeting of the Philadelphia and New York Acadet 
Surgery, February 8, 1928 
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impassable and could not be intubated. In at least one case growth was 
high for intubation, and in several cases the tube had to be replaced 
general, in looking over his table of cases, one gets the definite impr 
that his gastrostomy cases were much the worse risks and would not 
expected to survive any procedure as well as his intubation cases. Myerso 
another advocate of the intubation method reports four of his cases on 
whom lived sixty-nine days, another twenty-nine days, a third still livin 
the time of his report, and the fourth 117 days. 


| gastrostomy almost routinely 


In this clinic we have practised 


ll Vie 
the great difference in the immediate mortality of the other palliative 
ures as briefly reviewed above and gastrostomy, 1t seemed to us wort! 
to stop and consider. (ur series is admittedly small but completely stu 
and with one hundred per cent. follow-up. Our study did not cause u 
alter our method of treatment for reasons we will bring out Phe aby 
facts are our only excuse for adding to the immense literature on this subj 


During the period September 1, 1922 to January 15, 1928, there wet 


total of thirty-six cases of gastrostomy done on Division B with ten de 
a mortality of 27.8 per cent ()t these twenty-one were for carcinor 
the esophagus with six deaths, a mortality of 28.5 per cent. 
| 
¢ S's j/ ) 
5 ’ 

Carcinoma cesophagus 21 6 2s 

Carcinoma tundus 2 0 

Stricture cesophagus ’ 2 

Carcinoma cheek 0 

Sarcoma mediastinun I 

“Vicious circle” post-operative I I 

Carcinoma pharynx 

Carcinoma larynx . 0 

Larnvgeal paralysis oO 

2) oO 27.3 


\ glance at Table I discloses the fact that the gastrostomy mortalit 
the total series is essentially the same as in the cancer series. Therefor 
may be assumed that the carcinoma of itself is not the chief feature 
high mortality but extraneous conditions. For example—in our non- 
series we had two deaths in strictures. (ne was due to the fact that 


the patient left our service, the gastrostomy tube was cut off and tl 


( 
imal portion allowed to fall in the stomach in the belief that this would 
passed. Instead of this, the tube plugged the pylorus and the child die 
acute dilatation of the stomach. The other case was a man in very 
condition, with myocarditis, hypertrophied prostate and B U N of &8, 
died from his cardio-vasculo-renal disease. The other two cases are sé 
explanatory in the table. 
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width extended almost through the wall of the cesophagus, which ruptured 
was put on it No metastases. Lu showed emphysema and cedema of the 
kidneys arteriosclerotic, and pericardium showed acute fibrinous pericardit! 


Case V.—No. 5066 Male. ave fiftv-one Fensleesed feo Medi 


January: 23, 1925 Dysphagia of ear duration Dull substernal 
showed partial obstruction in thoracic cesophagus at the level of the tl 
vertebra. Qsophagoscopy showed irea of infiltration that projectec 

the posterior cesophageal wall i thick fold 25 centimetres from t 
Biopsy showed squamous carcinon Patient 1 xl condition t I 
24, 1925, under local and ga Yecovery uneventful and patient did well 
ot the cesophagous February 12, 10: rek method. Death Februar 
hours after second operation and twent ne days atter gastrostomy Ant 


showed squamous carcinoma, grad 


Case VI] No. 73090. Mal ( tv-eight Admitted to Bri 


October 15, 1925, with a story of veeks difhculty in swallown 
admission was unable to swallow thout severe, violent coughing atta 
he brings up the substance swallowe Diagnosis of carcinoma 
which had perforated into the tr made and gastrostomy done 1 
local anzesthesia His conditi ver warranted cesophagoscop He 
in attack of vomiting with pulmonary aspiration on morning of O 
Partial autopsy obtained and \ verihed but 1 
Commie nt. ( )f these six deat] two should lye charged 
ees -— ; Lehto +] wipnieaeiiieice - + , 
gectomy Since UNCGOUDLECLY ( (1M atlo > 01) ( «(esopna ] ( 
death and not gastrostomy) he two cases that had cesophag 
hstula would have died under any method of treatment No. & 


again would have died under any method of treatment, since the | 
forated. We wish to point out that in this series where gastro 
done without selection of cases, the high mortality is « 
to the fact that, certain cases that would have died under any 1 
treatment (excluding the cesop!l tomies), as for example the 
tracheal fistulze, are barred from other palliative methods. We believe 
a simple gastrostomy in a similarly selected group of cases shoul 


tically as sate as other methods of treatment 





5973 XI 73 Died—Pneumonia 
457 XII 100 Probable lunge metastases - 
5339 XIII 136 Abscess lung X-ray) 


CasE VII.—No. 5052. Mal e forty, who had only two mont! 


was admitted on the evening of February 7, 1925, in extremis. He was ope 
ihat night as an acute emergen nd therefore had no X-rav or cess 
improved somewhat after his operat but died at home Februar 


days after his operation 


Case VIII.—No. 8616, was a man of fifty-eight years, who ha 
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Case XIV.—Was living 204 days post-operatively but in a rather precari 
dition due to bilateral recurrent paralysis which interfered with his cough mec! 
He died probably shortly after this as these people do from drowning 
own secretions. 

CasE XVI No. LISI Had an ipplication ( 
gastrostomy. 


Case XIX.—No. 4276. Was perfectly ccemfortable and happy for nine 


} 


f radium eighteen da 


and gained weight. He then began t ave pain in his back and chest 


hzematemesis. 


Two cases are still living at the time of this report. One, No. 11695 


is living 142 days after his operation. The gastrostomy is working pert 
but he complains of pain in his back and Iegs. The other, No. 123) 


still living seventy-one days after his operation and is about to  retur 


f« r ceso] yhagect my. 


Discussion. In this series we have twenty-one Cases of proved carcinot 
of the cesophagus on whom gastrostomy was done with six deaths, a mor 
tality of 28.5 per cent. This does not compare favorably with Vir 
figures of 125 cases treated by dilatation and bouginage with only thre 


deaths, nor with Souttar’s series of fifty cases treated by the intub 
method with seven deaths (14 per cent.). However, if we exclud 
two cases where we manipulated the cesophagus and the two cases of 
phageo-tracheal fistule, which are barred from the other treatment, we | 
seventeen cases of gastrostomy with two deaths, a mortality of 11.8 per cent 
Fifteen cases survived the operation, two are still living and the ret 
der had an average duration of life of six months. Vinson reports avet 
duration of life of five months and Souttar’s followed-cases average duratio 
of life of five and three-tenths months. lf we excluded Case VII an acute 
emergency which could not have been treated by other methods, and ¢ 
1 the cesophagectomy case, 1f gives us eleven cases and average duratio1 
life of seven months. Of these eleven cases, six survived over six mont! 
the longest being thirteen months. 
The objections to gastrostomy have been the high primary mort 


the increased length of stay in the hospital, and the objection of the patient 


to being fed through the gastrostomy tube. We believe that we have pat 
tially explained the high mortality. The increased length of stay in th 


hospital should not be considered if we can obtain better results. Discon 
fort to the patient in regard to feeding cannot be avoided. The objectior 
to dilatation and bouginage have been well summarized by Jacksor 
The fact that Vinson has had so few complications does not mean that, if thi 
method became popular, everyone would be as successful, as is shown in the 
report of Friedenwald and Morrison.” The advantage of the other methods 
of allowing the patient to swallow, is sometimes only temporary \t times 
following gastrostomy, as many have pointed out, the cesophagus after 
some rest will again allow liquids and soft foods to go by. 

When we consider the effect on the lesion itself there can be no quest 
of the superiority of gastrostomy over dilatation or intubation methods. Ou 


? on . : aa - — e - . ] ] 
Bronchoscopic Service has frequently seen marked improvement in the loca 


a4 
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OPERATIVE RELIEF OF CARDIOSPASM WHERE DILATATION 
HAS FAILED* 


By Wituram L. Keviter, M.D. 


CoLONEL, Mepicat Corps, U. S. Army 


Ir HAs been shown by Plummer! and Vinson and their co-workers at t! 


Mayo Clinic that only a small percentage of cardiospasm cases fail to respor 
to dilatation when the hydrostatic dilator can be passed through the car 
There are certain case 
fortunately few in nu 
ber, where the most expert 
are unable to pass 
cardia even with th 

of modern armame: 
rium, and the assistanc: 
of surgery by the trar 
gastric route for prin 
dilatation is necessary be 
fore hydrostatic dilatation 
can be carried out. Ther 
is also a certain percent 
age that recur withi 
months after dilatati 
These excepted Cast 
should be amenable to the 
operative procedure to be 
described. 

W hile the real etiolo 
cal factors in cardiospast 
are uncertain and contu 
ing, the diagnosis of 
Fi I Barium filled, dilated cesophagus before operati aioe 

condition has been sin 
plified by the use of the X-ray and the opaque meal, but judging from 
many transabdominal procedures still advocated for relief of these cases, | 


evident that the surgical methods in use are not entirely satisfactory 


Tt ahi 


The operative procedures heretofore recommended include the diffe 
forms of cardioplastics, all requiring a free opening in the stomach and cons« 
quent liability to infection, even when the cardia is accessible without turnin; 

* Published with permission of the Surgeon General, U. S. Army, who is not res} 
sible for any opinion expressed or conclusions reached herein. Submitted for 


May 6, 1928. 
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up the costal margin extramucous cardioplasty although minimizing the 


gers of infection is not always practicable in a los narrow thot 
displacement o1 the costal margin. Plications of the cesophas 


astinum have been advocated by Willy Meyer? and Reisinger but 
been successful. Invagination to produce shortening of the cesoy 

the mediastinum throu 
heen used with suces 

ious transabdomuinal 
cedures tor eniarg 
cardia, which includes 


application of me 


force, either with 4 
tected forceps oO! the 
gers as in Mikult 

eration 1S an opentl 


the stomach 1s alw 
necessary tol thes 
cedures ne possibil 
infection cannot be « 
nated. 

\Whethet the 11 
ate reliet obtained by 
patie nt in this cas 
due to the divisio1 
the cons icted 
to the straighteni out 
the elongated, cor 
esophagus canno 


nitely determine 





judging Irom tne rey 


Ol the rachiologist the sat . 
x m | 1 ‘ ] | 1 1 

isfactory clinical outcome and the local cesophagea changes reporte r 
cesophagoscopist it is presumed that either or both procedures have a field ot 

or ; F ' 
usefulness in the treatment ot those cases that fail to respond t the 
operative type ot treatment. 

CASE REPORT |. R. M.. age thirty-five, white, unmarried, American male, vetet 
the World War and a former member of the United States Marine Corps, w 
to the \W iltet Reed Cx ral H spital \ugust I 1Q27 He 1 plained ot pain and stress 
beneath the lower e1 the sternum after eating, accompanied by a choking 
and regurgitation I the 1 d swallowed He als mplau ed ot weakness 
Lain weg! ind at I Ipati 

The tient t t he Va ilwavs ( eal til the \ t 24 , 
he wa till the Ma e Corps, wh e began t verience sharp, stal S 
beneath the lower « sternum cor n suddenl nmediately after me : 
attacks or rred irre I it first and lasted tro hve t t« minutes Phe 
vomiting and the symptoms were not relieved by either food or alkalies He slowly lost 
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weight and grew progressively weaker. After four or five weeks, he 
treatment and was sent to hospital where he remained nearly five mot 


time he had a constant feeling of weight beneath the sternum and occ 


He gradually reached the point where he was hardly able to swallow his food After 


was returned to duty he became a cook and in this position he was able 


foods for himself and take plenty of time to eat. Under this régime he 


along fairly well. During 1926, he was again hospitalized and operated 
1Q2 
either liquid or solid food and he had lost considerable weight, bein 
pounds from previous weight of 140, his best weight at the beginning « 
he was con 
further duty 
Corps, he we 
the service 1 
result of at 

At the t 
sion to Wal 


inferior, Ww 
ished, with 
and exhibite 


habitus. He 


tonsils were 
naa pe riod 


alveolar rest 
, +4 
houlders sl 
s10n poor 


Was prominel 


i the sternu 





the intercos 
On auscultat 
Fic 3 Posterior Suture I ° 
an occasional 
heard and his blood pressure taken while seated 


with a diastolic of 70. The abdominal wall was thin and sagging, and 
visceroptosis. There were no masses nor any tenderness detected. | 
recurrent, indirect, incomplete, inguinal hernia and the right testicle w 
soft. The liver and spleen were not enlarged. The patient appeared n 
his response was slow. The muscles were generally soft and lacked deve 


had second degree flat feet. 

X-ray examination of the gastro-intestinal tract 
end of the cesophagus, with marked dilatation of the cesophagus abov« 
The barium filled cesophagus was 6.5 centimetres in width, regular in ot 


at the hiatus in a smooth, cone-shaped shadow as shown in Figure 1. Sir 


7, for bilateral inguinal hernia. By this time he swallowed only with great 


showed an obstruction of the 


sought dis} 
ths. Durit 


asionally y 


to pre pare 


managed 


( 


upon in Jar 


2 reduced 
f his illne 
sicte red ul 


with th 


is discharged 


n June, 1 


nedical survs 


ime of his 


ter Ree 


I it was ambulatory and 


as } ’ 
dull, wort 


d a viscet 


att ry} 


mtocia 


Irptio 
' 


teetl His chest w 


mine bal 
PpLTts 


The manubri 


it, the 

m dept 
tal anel 

ion ot his 


extras t 


| was only 110 millimetres for th 


he h id a 


1 had a ri 


as atré 1p] 1¢ 
ientally dul 


lopment 


the 0 


itline and end 


hours after 


meal the cesophagus contained about one-third of the barium ingested, as in Figure 2 


at this time the stomach was empty and all the barium which had passed throug! 


iitestines was concentrated in the cecum. None of the barium remained i 


twenty-four hours after the meal. Examination of the chest showed an irr 


paratracheal lymph-node on the right side and there was no evidence « 


growth. Normal respense followed the intravenous administration of 


phthalein-sodium salt. 
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1 the cesopl 


I 


egular, calc 


f a media 


tetraiodopher 
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' 
) 
; 
' 


placed longitudinally such as are used for the posterior sutures !n the first stage 
Finney pyloroplasty. (Fig. 


3) 
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eR 


ot 


The first row of sutures passed through the peritoneun 


on the stomach side and the superficial muscular layer on the cesophageal side 


7 he seco! 


row passed through the peritoneum and muscular layers on the stomach side and 


muscular layer on the cesophageal side 


If the. left vagus is in the 


cesophagus is not sufficiently 


field of 


tortuous 


vagus, the vagus should be divided. 


A Reverdin needle threaded with 


operation it should 


ali 


hea 


| elongated 


be 


to cause 


+} 


pushed aside, and if t 


lengthening 


oft the 


vy, silk fishline was then passed from bel 


upward into the stomach parallel to the suture line and a short distance to the left of 


i¢ 


to emerge from the stomach near the diaphragm where it was unthreaded and withdraw: 


It was reintroduced unthreaded, in a similar manner 


emerge from the cesophagus above the spasm 





I Stomach wall drawn over buried lig 
demonstrated 


ligature not 


the fishline ligature. ( Fig 


5.) 


\ 


small 


it 


Da 


on the right side and another placed on the left side 


lhe patient was placed in bed in the Fowler position 


Following the operation no food w 
rece ived 2,000 cubic centimetres of normal saline 


abundance of nutritive fluids 


removed on the fifth day. 


One month after the operation X-ray examination showed a marked diminution in tl 


size of the cesophagus. 


per 


the hiatus, which was slightly narrowed 


thirty minutes. 


the cesophageal opening. 


rectum 


by Murphy 


at the 


right 


of the 
area and close to the diaphragm. Her 


suture line 


was again threaded, using 


it 


the ligature had been tied an 


be 


the 


and 


the 
the 


McGr 


ture to include the tissues 


divided 


to 


ature 


be 


cluded 


1S 


rubber 


stomach 


tied 


upper end of the fishline, 


aw elastic liga 


being tied after the meth: 
the old 


‘ 


+} 


dal 


(Fig. 4.) T} 


with 


talization of the t 


withdrawn, the two ends the: 


strength of the fishline enables 


Sutticient 


Issues 


If rapid divisiot 


thought 1 


1eCessa& \ 


band one-eighth 


Carrier W 


secured 


in diameter can be 


ith 


unde 


after the ligature is tied 
fishline ligature was 


wall 


included 


the fishli 


*‘r tenst 


was draw! 


sutured to the cesophagus 


front so 


The 


drip. 


as to compl tely bur 


the tissues included in the |i 


‘ 


Atte 


( 


over in front of the area wher 


force to ensure compl te devi 


' 


kin tube was introduced under the diaphragn 


wound was closed in lavers 


7 


he 


drainage 


riven by mouth for seven days, but the patient 


aS & 


solution intravenously each day and ar 


tubes wert 


There was only slight delay in the passage of the barium throug] 


Ten minutes after the meal a very small amount 
ot barium was visible in the lower end of the cesophagus and there was only a trace after 


There was slight irregularity 


in the outline « 


f the stomach at the site 


Two months after ope ration cesophagoscopy was jx rtormed 


without anzsthesia and the tube introduced to 49 centimetres 


The cesophagus was no 


longer dilated, the mucosa was clean, smooth and pinkish in appearance and there wer 


no food particles present 


The 


site of 


the 


operation 


62 


could 


not 


be 


seen 


but 


there 


1S 








say 


OPEI 


\TIVI 


RELIEF] 











WILLIAM L. KELLER 





infolding of the mucous membrane suggestive of it. The cesophageal wall closed 1 
over the tube as it was withdrawn and the surface was easily seen throughout 

X-ray examination nine weeks after operation showed that there was no cesop 
dilatation and but slight delay in the passage of the meal at the hiatus, as ’ 


Figure 6, the cesophagus being completely empty ten minutes after the meal 
1 opening and slight 


fa pro | 


cedure is the condition of the patient Five weeks after operation he 


There was an apparent increase in the size of the cesophage: 


larity in the outline of the stomach at the location of the enlarged opening 


It is a well-recognized fact that the best criterion of the success « 
gained eight pounds and three months after, at the present writing, he w: 
134 pounds, a gain of twenty-one pounds over his admission weight, and 11 
words of the Ward Surgeon as transcribed in his progress notes, “The pat 
has made an uneventful recovery. He takes all articles of food without 


tress and with evident enjoyment.” 


The operation is not offered as a substitute for the non operative t! 


of those forms of cardiospasm which are dilatable by an expert and whic! 


. . ‘ . . | 
not recur. But, it is pointed out, experts are not always available, and 
constitutes an expert in the use of the hydrostatic or other forms of dilatat 
is not easily determined. Certainly the handling of from five to ten cas 


spread over a number of years does not indicate expertness in any field 
especially in this one where individual genius is often a determining | 
There is a recognized low mortality and 25 per cent. recurrence during 


] 


first six months with the non-operative treatment in the hands of an adept 


judging from recent publications,”:° the mortality is higher and the percent 
ages of recurrence greater with those of more limited faculties. ‘Thess 


1 


some of the factors that must influence the surgeon when he is compell 
decide between an operation such as this, on the one hand whereby danget 
infection is minimized and which can be carried out under direct visual cont: 
supplemented by palpation, and, on the other hand, the different forms of 
tation performed by those of limited experience 

If further use of this method shows that all varieties of cardios) 
respond to this form of treatment, it will be possible for the general surgeo: 
who cannot always command the services of a specialist, to handle such casi 


with a reasonable assurance of success and a low mortality. 


Plummer and Vinson: Cardiospasm. Med. Clinics of North America, 1921 


| Meyer, W.: Operative Treatment of Intractable Cardiospasm. American Journal « 
4 | gery, 1912. 
* Reisinger: Ueber die operative Behandlung der Erweiterung des Césophagus, Ver 
| d. deutch. Gesellsch f. Chir., vol. cxe, p. 86 
‘Freeman, L.: An Operation for Relief of Cardiospasm. Transactions of the Amet 
Surgical Association, 1923 
Maydl, V.: A Case of Fatal Rupture of Cardia in Dilatation for Cardiospa 
Stark’s Sound. Med. Klin., 1926, vol. xxii, p. 408 
‘Walton, A. J.: The Surgical Treatment of Cardiospasm. Brit. J. Surg., 1925, \ 
p. 7Ol. 
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increased number of inexperienced surgeons is higher, yet at the same tim 





that of the big clinics and experienced men has decreased. The stati 
quoted by Geery * throw much light in this direction. 

Another probable cause is the fact that in the past many of the e1 
results of neglected appendicitis were charged not to appendicitis mortalit 
but to perinephric abscess, liver abscess, septic pneumonia, typhoid fever, et 
To-day the fluoroscope has shown us that a pleural and pneumonic reactior 
may not be a septic pneumonia but due to a subdiaphragmatic abscess or a liver 
abscess, conditions rarely recognized before IQI5 as being of appendice 
origin. To-day deaths from such are charged to appendicitis, and deat! 
they will be when encountered by the casual or inexperienced surgeon. I[t 
is one thing, as one surgeon aptly puts it, to remove a chronically diseased 
appendix from a thin abdomen, and quite another to do an appendectom 
on an extremely obese woman with a gangrenous and ruptured appendix 


lying in the pelvis or retro-colic and high under the liver. Be the causé 

what it may, statistics show that the deaths occur in those cases where the 
diagnosis is delayed until the disease is no longer confined to the append 

The fact that in simple or uncomplicated acute appendicitis, mortality figures | 
in large series range from .5 per cent. to I per cent., whereas 8 per cent. to 
14 per cent. mortality is charged against appendicitis complicated by ruptur: 

abscess, peritonitis, pylephlebitis, etc., tends to confirm this opinion. As! 

hurst.t Added to this is the fact that as Konig states 18 per cent. of acut 


appendicitis cases are admitted to the hospital with an incorrect diagnosis 
It would seem therefore that the efforts of physicians should be towar 
early diagnosis. For that reason the writers have analyzed this group oi 
675 acute cases so proven by the laboratory reports and gross specimens 
No cases of mistaken diagnosis or in which an innocent looking appendix wa 
removed despite the pre-operative diagnosis of acute appendicitis, have beet 
included in this series. Furthermore the diagnosis of peritonitis is limited 
to those cases with widespread lymph deposits on inflamed gut. Cases oi 
abscess with cloudy fluid only are classed as “appendicitis with abscess.” 
This explanation may possibly account for the fractionally higher mortality 
percentages in some instances. These have all been operated upon undet 
one technic by the writer or one of his assistants, who have had varying ‘ 
degrees of experience. By the technic is meant that the same principles wer: 

carried out in all of them, namely, that as soon as a diagnosis was mace 

the case was operated upon, that means every case was operated upon pro 

vided rigidity overshadowed distention and provided that the vascular sys 

tem was still competent; a low blood pressure associated with a_ high 


temperature and cold extremities always contraindicate operation. There 





was one such case. Those cases that would fall in the group of delayed 
operation described by some surgeons were opened under local anzesthesia 


and a drain placed in the pelvis, no attempt being made to remove the 


appendix unless it presented in the wound. In this series we considered 
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only one Cast OO SIC ) ttempt a simple cdi Lo ! t é based 
the expe»rience that reli | reat abdominal distent re l n imme 


improvement it it pe O emporary a if tte These fleur 


fore, may be representative of work perform ‘ five 
vf different skill and experience but under the sam yndit 
Perusal ot the follow tables, | think, will show that it 
ase that pro uces the rt lity he LUISE the diag not 1 ‘ 
the case ceases to be ple appendicitis In t connectio1 


well to briefly outline the pical Cast nm sucl a ! oms 


nite sequenct 


Primary 1 i. colicky or cramp-like nature with 1 
general distribution, be rather suddenly and continues and incre 
intermittent waves i 4 period there is no rigidity or tenderne 

7 1 | ) 
nain reaches its maximu usually in the first four hours ( Birnt 
complained of in the ey trium or around the umbilicus 

/ \ ] ‘ 1] } | 

Prima (sea and ting hese tollow the primary pain wit 

| 1 
hour or two continue tora ort time only 


ittet the ons¢ ( the pain, now mor;re or; iess < tant with « 

bations, becomes !ox \icBurney’s po is associated with te 

dernes nd 1 u ty this regio1 lhe vomiting has now ceas¢ 
Shortly ( ¢ | 0 ) urs) there Ss some Tise O tél 


, 
ind there ‘ ' wor Te 1 eCUuccn tes here 5 { 
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1 _ j 
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five years ot age 1s not at all uncommon and that under two years otf ag 
It 1s overlooked e condition occurs in earlier life but infreque 


tortunately, for the per cent. of delayed diagnoses is extremely high (9 
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per cent. drainage in cases under three years) with a resultant high mor 
tality—10 per cent. Maes‘ finds the same conditions prevailing at the othe: 
extreme of life. He states that after fifty years the mortality is high 


LO Net 


cent.). In our series shown below the same conditions obtain. 
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Ace of Patient 
Cuart I. Showing the relation of age, drainage and mortality 
It will be hoted that in this series the incidence of drainage is highest ? 


at the two extremes of life. Under five years drainage was necessar) 
94.1 per cent. of the cases and after fifty-five years of age, drainage was 
necessary in 100 per cent. of the cases and mortality increases to 27.8 pet 
cent. The period of lowest drainage per cent. was between twenty and 
twenty-five years of age, namely, 26.3 per cent. Thus we see that drainag 
was necessary in at least one in every four cases, even those ages in whicl 
appendicitis is most often suspected. Our youngest patient was twenty 
months old, 2.7 per cent. of our cases were five years or younger, and 9.4 
per cent. of the series were ten or under. Our mortality of 8.4 per cent 
in this latter group compares well with the figures of Peterson. 
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above, Livingston fou typical pain and rigidity in only 75 per ce 
his cases al dl Cal T1gidlt n only sg per cent. of the cases In other wor 
only three out Of evel tour Cases ave the S121 we were all taught t 
indicative ot acute appendicitis It is the experience of us all to | “a f 
' 1 | | 1 
physician diagnose a ret colic appendicitis as pyelitis or a pelvi 1 
dicitis aS indigestio 
Gladstone | Wakeley * observed the position of the appendix 10 
cases and tound the ppendix In the pelvis 1n 2/ 5 per cent. and 0g ( 
] 1 1 10 +] 4 1 
cent. post-cecal and re OM ViLOTISO! states that the pelvic appel 
is very common and 1 eads the diagnostic experts in that it Pives no f4ig 
sided symptomatology In our experience the pelvic appendix most oft 
‘ r ' 1 tal teanderr ith > 1) rT > “tT 
FIVeS eplYy: ecla ena less with some tenderness ove 
y 1, ; ++ ’ 1 . ] , the rol "eactt | ] . . 
rigidity ol © Oxi ( eri O trie mgnt rectus apadominis muscle 
Pressure over 1 rr equently gives the patient pain in the epigastriu 
lhe tollowing table ites the Vk Burney point tall bility. 
| ! ] ~~ , »y "I " ‘ ~}2 “+ ar” 11 
Ina seri ( 108 « only 44.7 per cent had Dain at McBurney’s po 
: a wtf - dial 14 1 ‘ > ‘ 1 , 
whereas 21 er cel ectal pain and tenderness [It will-interest us also 
, 
find that in the pelvi { [06.9 per cent adi epigastric pall | xXaminatiol 
,; : , , "1 
the last colur now c Incidence Of rectal tenderness in all cases 
, ' 
evidence 0 Nling oO eritoneum at least Pain in the le It pelvis 11 
] 
ably means either ibscess or peritonitis lt must be borne in 1 
that appern ( OT ( iTy Pall ind tenderness 1s present at site O 
pied by app retro-czecal appendix gives loin pain and tenderness 
a pelvic appendix give tal pain and low rectus rigidity and tenderness, et 
TABLE II] 
} WwW J endia 
| \ ms | 
Rt ‘ - - - 
x { 15.1 19 5 5! I3 
Below $4. 15.4 103 | 23.3 
Left of t <8 ae | Q .f 60.3 73 23 
Retr { ).4 15.4 i<.2 99 13 
Pelvi 20.4 61.9 16.9% 142 57 
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In this next table of 480 cases, 30.2 per cent. of the cases had the appe: 
in the pelvis. 
The column in the table headed Post Cases was made from consecut 


autopsies on other than appendicitis cases at the Philadelphia General Hos 


Tasie III. 


Position of Appendix—Operated Cases 


Case Pe 
Right caecum 52 10.8% 
Left caecum 75 15.6! 33 
Below Toe 22.7% 
Retro-czcal 99 20.6% 32.4 
Pelvic ; , ‘ 145 30.2% 10 


The relation of the position of the appendix to abdominal rigidity was ver 
interesting. It will be noted at least one-fifth of the cases had no rigidity, at 
least no mention of it was made in the history report. When the appendix 
to the left of the cecum and tucked under the ileum just over the brim o 
pelvis in what we have fancifully termed the swallow nest position, rigi 
was absent in 34.2 per cent. of the cases. In our experience those patient 
displayed the most rigidity in which the appendiceal inflammation extended | 
contiguity to the abdominal wall. And on the other hand, when the diseas 
appendix was covered by bowel or omentum so that the abdominal wall w 
not involved in the early inflammatory process, rigidity was not a prominet 
symptom until later when the disease process had spread to the general pet 
toneal cavity. 

TABLE IV. 
Relation of Position of Appendix to Presence of Rigidity 


Position of appendix No. of case Rigidity 
Right of caecum ‘ 79.65 20.4 
g 49 19 ( } 
Left of caecum 76 65.8% 34.20 
Below caecum 106 78.3% 21.7 
Retro-czcal gs 82.7% 17.3 
Pelvic 140 78.6% 21.4 
Location unknown 138 76.8% 23.2 
Totals 607 77 2° / 22.7 

Nausea and V omiting.—These symptoms do not always occur, appearii 


in only about 70 per cent. of the cases according to reports. It is most 
often absent in the pelvic, 25 per cent., the retroperitoneal, 34 per cent 
and the extra-cecal, 30 per cent., type of disease. When it does occu 

frequently happens as the immediate result of some medication, most ofte 
a cathartic taken by mouth. It is never a prominent symptom and may 


appear but the once. If present, however, it does not persist after the first 


70 





MORTALI ACTORS I? \ 
few hours, at which time the pain has become lo ( . oe 
(secondary vomiting ) [ an indication that the ; i nf | 
, 
ease beyond the ppern either into the pe tone ( ) 


1 pylephlebitis 


Vomiting is not a dependable sign, being especially unreliabl 


iS « 


and old peopl n Tact e of the objective s ( e¢ 
situation in the aged 
‘% } ) ti 1 ; +} > ¢ },] ] ] +} » rel t ; 7 1 
| yaniinatlo 2 ( fanie aiscioses the reltatio . iusea 
ing to the position of th clix n 596 cases nausea and vomitin 
in 68.2 per cent Nausi | vomiting were absent 1n 20.0 per cent 
cases and this bsence \ St Trequent when the appendix lay to th 
| , 4 ‘ 
and outside the czecut next when it lay to the left of the czcu 
beneath the ileu 
\ 
I \ 
X1f { 63.5 ) 6.9 
Left . ( } 25 7 
Jelow ca 72 ( » 4 16.0 
X¢ 3 1] 18.6 ) 
P 6.4 1.2 22.3 
| 67.1 1.9 17.9 
Os 11.1] 9 6 4 
/ Ney ri¢ we | ( j unre able (r} ] reported ¢ 
it is present 1 ( ent ) O per ce 1 St cases It { 
lor ‘ ' +1 ] +} + | tey rote 
wince a 100.5 ( ce IS SO OTICceE rle¢ t ¢ ( peratures ( 
104° 1n adults—shoul rect attention to extra-peritoneal conditions such as 
’ ; 
pneumonia, pyelitis, e1 tritis, flue et espe vy when asso 
. -an ] 
with a real cni \ I to ( oly chill aur the nciprence occu! 
ibout 5 per ce tO 7 f ¢ of the « es regardless of the type or extent 
‘ / 
, ' : , 
the patholog t tnat ()t these < er Ce! hout 5 per cent. deve 
' ‘ ‘ } 
pylephlebitis rie rou t littie difference in the ortality ot those w ti 
without Carly Cl rt eight 1 cent. ot those yt pvlephlebitis y ( 
histor, OT Lite mperati |] In our series ot O75 cases there were 
] ‘ . 
with chills (4.8 per cent.) with a mortality of 10 per cent. Of these eight 
abscesses Seve rene ( tonitis nd o i phleb tis 
Phe hig] tempe ( occ 11 tive etroperitone il cases Th< { 
cases occur4ril dut l I Immediately foll Wilt | I ngeal oO! Tes 
tory infectio1 
he question of inct e of temperature likewise is of interest here 
Oo ar : . 
550 cases it 1s noted 1 t 169) 25.8 per cent iad temperature below 99 
2QQ) 51 per cent ad tet perature between OQ and 101] and only [13 
<O per cent had tever of I~ anda over 








ELIASON AND FERGUSON 





TABLE VI. 


Temperature—586 Cases. 


Below 99 99° to 101 101° and over 
169 cases 299 cases 11s case 
28.8% si 20° 


Leucocytosis —Here again is an untrustworthy single sign. Leucocyt 
of 8000 or more is absent in 20 per cent. of cases. Yet a low count as is wi 
known is not necessarily a good omen. In one of our cases a count of 50 
with a normal T. P. R. were associated with a gangrenous appendicitis. ‘The 
cases with a low leucocytosis and a high temperature always did badly. 

In this series 570 had leucocyte counts. Of these 106 (18.6 per cent.) wet 


below 10,000 and 252 (44 per cent.) were between 14,000—18,000. 


Leu yfosts 
Below 10,000 ........ cence an 106 cases 
14,000 to 18,000 ...... se colt eee 252 cases 
Nao nels a eens x53 


Cathartics.—It was thought in the beginning of this report that the mor 


tality in cases of cathartics would be much higher than those without cathart 
but our figures do not show much difference. The time element is the impor 
tant one. A cathartic given at the onset of the disease will probably do | 
harm if the patient has his appendectomy within twelve to fourteen hour 
| again harking back to the early diagnosis. Cathartics administered ear] 
a late with delayed operation probably are responsible for some complicatior 
and mortality. It is best therefore to resort to enema as it is safest and wl 
is more to the point does not confuse the issue. 

Perforation.—lIt has been the experience of the senior writer that pert 
tion occurs very rapidly in certain types of cases. Acute appendicitis concur 
rent with acute tonsillitis progresses rapidly and perforation may occur 11 

) to twelve hours. The other type that perforates early is that in which th 

) ulceration occurs near the base of the appendix. These cases are extremel 

| dangerous because of the fact that protective adhesions do not form and wal 
ing off never occurs, consequently a general peritonitis and death is the result 
if early intervention is not undertaken. In this last type case the pain fre 
quently begins locally over the appendix and does not occur as generalized o1 
umbilical pain at all. The appendiceal colic due to fecalith obstruction giv: 
this same type of pain. 

The next table is of much interest. It will be noted that the highest inci 
dence of peritonitis was in the second twenty-four hours. It is also of note 
that approximately 50 per cent. of the cases, namely 300, did not reach the 
surgeon until in the third day and that 34 per cent. did not reach the surgeot 

until the fourth day, which period gives the highest mortality—12.7 per cent 
| 72 
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enterostomy is meant when abdominal pain associated with tumultuous show 

ers of peristalsis were not relieved by enema and change of position. To cor 

bat pulmonary complications a pneumonia jacket and camphorated oil rubs ar 

augmented by instructing the patient to take ten deep inspirations every hour 

Chewing gura or fruit lozenges are given as a preventive against parotitis 
TABLE VIII. 


Complications mm 075 Cases 





Died 
Peritonitis : 27 4.2 22 3.5 
Secondary abscess } 0.62 2 oO. 4f ' 
Pylephlebitis and liver absces 7 ee. “tay * 0.62 
Fecal fistula 3 46 vo healed 
Intestinal obstruction 12 1.38 7 1.08 
Secondary hzm.. I 0.15 I 
Phlebitis dia } 62 
Embolus I 15 
Pneumonia 8 1.25 2 (1) * 16 
Atelectasis 3 46 
Pyelitis 3 16 
Parotitis 2 30 I 15 
At 1dosis I 15 
Table death I I 
Unopened I 
* See next table 
raBLeE IX. 
lf lit 
Total group. 675 Ca é 
i Deaths 37 (3)* 5.3.9 
Cause of death 
Peritonitis 22 3.2 
Intestinal obstruction 7 
‘ Residual abscess 2 2 
Liver abs« ess 2 I * 0.4 
Pneumonia 5: tS)" 0.4 
| Table death. 1)* | 
Parotitis : 
| Unoperated I 
* These hree dea e with multipk i liagt i be p i ) i | 
tatt e of operati und the third, a 4 table te te alte tart f opera 
i fa excluded from a acute append ea W } ese ex led acute append : 
gave a real rtali of 5.5 per ce The ira ses ga a ali 1.07 pe t I i 
eS gave a ortality of 5.3 pe € ) 
SUMMARY 
[his series is a post-operatively and pathologically proven number of acute 
cases treated under one technic. These are all the acute appendicitis cases 
admitted to the senior writer’s service in the last few years and with the excep 
tion of one, were all operated at the earliest possible moment. This one case 
was moribund and hence not operated upon. The series, therefore, is a true 
analysis of the treatment of all acute appendicitis cases during that period i1 
| ° I ; 
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dicitis Although the tient had cloudy fluid there wv per | 
the death was a pul rv one ' ; 
case, the mortality c rly he d to be even lower 
Krom sixty to sevent per cent. of cases in this se were 
or more ot the sympt This leads to difficult, aera 
In turn de Del wn to crease the mn: series 
Peritonitis wa ed as such when the intestines wer a 
showed organizing patche Vem ananie rinitess ical cating 
not warrant ich ; OS] eritonitis was the reatest fact 
tality, Intestinal obstri On Was secon here A y one ner Tlé 
fistula, a tuberculor ( 7 ' , 
i | if \ 
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THE GIBSON-MIKULICZ DRAIN IN ACUTE APPENDICITIS 
WITH REPORT OF 1588 CASES 
By W. M. Weepen, M.D. 
OF NEW YORK, N. Y 


FROM THE FIRST (\CORNELI SURGICAL DIVISION OF THE NEW YORK HOSPITAT 


THE question of drainage of cases of acute peritonitis 1s still one oi 


problems of surgery concerning which there is a diversity of opinion. T 
is as yet no general agreement not only regarding when and when not 


drain, but also concerning the type of drain to be used. Doctor Gibsor 
first reported his use of this drain in 1916 and* described it in 1921 \] 
in 1921, Doctor Farr* reported a group of cases of acute appendicitis wi 
peritonitis in which this drain was used. The purpose of this report 
amplify and bring up to date the last-mentioned paper and includes 1 
statistics the cases reported at that time. 

The Gibson-Mikulicz drain has been used on the First (Cornell) Surgi 
Division of The New York Hospital tor over fifteen years and as its advai 
tages have become more apparent, has at the present time almost entirel 
replaced all other forms of drainage in cases of peritonitis. As there 
been no change made in the drain itself, Gibson’s original description 
quoted : 

“A square of rubber dam of suitable size is folded two or three times 
the form of a cornucopia. The apex, which will eventually be the lowe 
point of the dam, is snipped off, making the hole the size of the little finger 
An inch and a half above this the edges of the cornucopia are cut out, maki 
a perforation about one-half inch in size. In some cases a second row of 
perforations is cut about one inch higher up. The tampon is then introduc: 
as follows: 

“After the appendix has been removed and the cavity sponged out of 
purulent material and blood, the operator carries the tampon into the cavit 
the index finger being placed at its apex. The pads and retractors are still 
in place. The edges of the rubber dam are spread out and while the operat 
still keeps his finger on the apex, the tampon is filled with strips of packing.’ 

It is best to overstuff the cavity so that when the drain is removed, as 
done on the third or fourth day, we have a cavity the size of two fists, 
the average adult, surrounded by omentum and loops of intestine. A tremen 
dous amount of material drains from such a wound in the first forty-eight 
hours, while the temperature and pulse drop almost immediately and_ the 
improvement in the general condition of the patient seems miraculous 

Between January I, 1914, and January I, 1927, there were 1588 cases o! 
acute appendicitis ranging in age from two to seventy-two treated on the 
First Division. Of these, 728 or 45.84 per cent. were closed without drainag« 


These were the cases where there was no peritonitis or where there was onl) 
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Cases LD ath s Pe cent, 
Group No. 1.. ; 40 2 4.34 
wee INNO. 2.1.5... a 235 17 20.00 
Copoule ING. 3. .......5- 104 5 3-04 


lodoform gauze was used in one case and silkworm gut in one case. 


These tables show that in cases of peritonitis the Gibson-Mikulicz d: 


gives as low or lower mortality than any other form of drainage in the har 
of the same operators. There are, in our opinion, several other disti1 
advantages to this type of drainage. 

(1) Immediate lessening of toxicity as shown by lowered temperature 


pulse has already been mentioned. 
(2) Another important factor is that in removing this type of drainag: 


there is probably no pain. The old type gauze Mikulicz drain became densel 


adherent to surrounding structures and had to be pulled out by main force. 


(3) In a majority of cases the wound is left entirely open, no suture 


1 


This means that there is absolutely no secondary infil 


being introduced. tr 
tion or infection of the abdominal wall and consequently no sloughing of 


tissues, particularly of the fascia 
(4) Formation of pocketing and secondary abscesses are almost not 


existent. 
reca 


(5) Doctor Gibson* has called attention to the small number of 


fistula occurring in our series, which we credit largely to the wide-open type 
of drainage. He reported an incidence of 1.2 per cent. as compared wit! 


5 per cent. reported from another clinic. 


(6) Because of the protective action of the rubber dam, the adhesior 
formed, while firm enough for the immediate purpose of forming an absc: 
cavity, are not of the dense fibrous type, and rapidly disappear. In cas 


operated a year or more later for hernia, it is remarkable to find practicall 


no adhesions in this region. Only one case in the series had to be reoperated 


for adhesions. 

There have been some disadvantages called to our attention which we fe 
are far outweighed by the advantage of this drain. 

(1) Increased length of stay in hospital. This averaged 23.4 days witl 


Mikulicz drain and from 17.1 to 18.6 days with other types of drainage 


(2) Occurrence of herniz. Theoretically all these cases should de\ 
herniz, but actually of 344 cases followed for one year or over only 14 pet 
cent. had herniz, while occurrence with other types of drainage varied fron 
5-5 to 6.8. Since abandoning the Mcburney incision and using only the right 
rectus, this has dropped to 11.4 per cent. When such herniz occur they ar 
extremely simple to repair, as there has been no loss of tissue. All that 
needed is to differentiate the various layers and bring them together 


(3) Possibility of evisceration: This occurs very rarely and practically 
always in moribund cases where no attempt to form adhesions has taker 
place. There was no case in the series in which this occurrence was consid 


ered the cause of death. 
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CONGENITAL ABSENCE OF THE GALL-BLADDER 


By Joun O. Bower, M.D. 


or PuttapeLputa, Pa 


FROM THE SAMARITAN HOSPITAI 

CONGENITAL anomalies of the liver and gall-bladder are rare. The p1 
ence of two livers in a human being is the rarest condition. [Eshnet 
Morgagni credit for reporting such a case; the gall-bladder was absent 
have been unable-to find another such case in the literature. The next rarest | 
anomaly is the absence of the gall-bladder and all ducts. This condition on 
would naturally suppose to be incompatible with life but such is not the cass 
Thirteen cases have been reported, one infant lived 216 days; another 15 
another ninety, and still another seventy-seven, etc. Strangely enough | 
two of the thirteen lived less than twenty-four hours; the average durati 
of life for the thirteen being seventy days. The next rarest anomaly | 


absence of the gall-bladder, cystic and common ducts. Fourteen cases 
heen reported which with the case reported here makes a total of fiftee: 
This condition, of course, is compatible with normal existence, two ot 
patients having lived sixty years. The defect in each instance was not a ¢ 
tributing factor in the cause of death, one dying with pulmonary tubercul 
and the other with an infectious disease of unknown origin. Operation 

not performed in either instance. The next rarest anomaly is the absenc: 
the gall-bladder and cystic duct; thirty-one cases have been reported 
average age for this series being forty-eight years. Five of these were ope 
ated upon, three for a lesion involving the biliary tract—all were living wh 
reported. Theodor, in 1908, reported the case of a male child, six weeks « 
age, on whom he did a hepatico cholangio enterostomy who died eight d: 
after the anastomosis—the gall-bladder and cystic duct were absent It 
difficult to arrive at a correct estimate of the number of gall bladde 
have been absent without absence of the cystic duct because the surgeor 
pathologist in most instances has not mentioned this structure. We 


if 


therefore, only noted its presence when a definite statement regarding 


made. Four cases were reported, two in infants, ages three and eleven mor 


and two in adults, twenty-seven and twenty-eight years respectively \ 


left-sided gall-bladder with viscus and common duct to the left of the 
form ligament is said by Schachner to have been reported thirteen tim 
without transposition of other viscera. Double gall-bladder with double cysti 
ducts are infrequent. 

The gall-bladder is said to possess a mesentery in about 5 per cent. « 
instances. Anomalies in the position of the ducts and of the blood-vessels 


supplying the liver and gall-bladder are common; according to Behren 
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in no way associated with the pathology of the biliary system. The 
ence of atrophic or hypertrophic cirrhosis apparently had no bearing on th 


size of the ducts. 


Report or Case.—J. B. S., male, aged fifty years. Family and previous 
Mother died in confinement; father died age ninety years. One child living and 
Wife has had no miscarriages. No history of carcinoma or tuberculosis. Denies venet 

_ Intection but states that 
A cian discovered four plu 
Wassermann in May, ! 


that he was treated b 


Stomach 
Hepatic duct 






tions for five months. Sey 









weeks following this 
developed attacks of 


tion associated with 1 
Dorsal nal pain which radiated 
pancreas epigastrium. The pan ; 
and aching in character 1 

‘ 


ating at times to the un 


Gall bladder 


Cystic duct 
Ductus choledochus 


It was not associated 


nausea or vomiting and 


Duodenum 
Ventral pancreas not confined to bed 
Present illness, Apr 
Fy 2 Reconstruction of the hepatic divert lum Embryo 7 to 1925, patient was seized 
8 mm.) Developmental Anatom Are 
violent upper right abdor 
pain, cramp-like in character, the attacks lasting from five to ten minutes. He called 
family physician who gave him a hypodermic. Since then he has had thre 


attacks coming on at night, relieved by hypodermics but he was able to work 

day. With two of these attacks there was moderate jaundice, no other symptoms 

present attack began at 2 p.M., the pain was very severe but he obtained relief by 
soda bicarb which induced yom 

' iting. The pain recurred eleven B 








hours after the first attack and 


Hepatic duct 


lasted for five hours. He was 
Ductus choledochus 


admitted to the American Gall 
Stomach Hospital twenty-one bladder 


hours after the onset of pain “ 
Cystic duct 


Ventral pancreas 


with a temperature of 98 and 


pulse of 102. Tail of 
Physical Examination. dorsal 

Patient is a well-developed Duct of dorsal pemcracs 

well-nourished male, adult. In pancreas 

telligent, coOperative. No cya Head of dorsal pancreas 

nosis or cedema present but Duodenum 

slight evidence of jaundice. No 

cranial deformity. Eyes and Fic. 3.—Further reconstruction of the hepatic diverti: 

. sie x [ reatic anlages in human embryo. Are | 

ears negative. Pupils normal, ‘ 

react to light and accommodation. Sclera has slight tint of jaundice. Teeth 

condition. Tongue moist and coated. Chest—lungs negative. Heart not enlarged 


displaced. .Sounds normal. Pulse regular. Volume good. Abdomen.—Scaphoid—definit 
tenderness and rigidity in upper right quadrant. Liver dulness diminished. Small amount 


of free fluid in peritoneal.cavity. Extremities negative. Nervous and genito-urinat 


systems negative. Diagnosis, acute pancreatitis or perforated duodenal ulcer. 
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The blood Wassermann was negative as was the blood chemistry. The famil 
cian reports that following a modified Sippy treatment for duodenal ulcer his hunger 


and food ease disappeared and he is at present symptom free. 


Discussion.—WV hile there is no gall-bladder in certain families of 
fish, some of the rodents, the horse, deer, camel, rhinoceros and elep! 
according to Scammon there are only three forms consistently lacking 
bladder that are commonly available, for embryological study. These are 
lamprey ( Petronyzor 
pigeon and the rat. He 
served no common 
which would account 
the absence of the 
bladder in all of thes 
amples. He states, | 


ever, “‘that in the rat 


Ee 


possible that the rapid 


early reduction in siz 
the yolk-stalk which leave | 
the foregut wall 1 


short antero post 


may be a factor in 

iting the developm« 
of the gall-bladder. \\ 
the occasional absence 


the gall-bladder in 1 





cannot be explains d 


Fic. s.—Congenital absence of gall-bladder. Left of liver. these observations. 
ystic and common ducts absent Hepatic duct parently er} . ; ; , 
small Pancreas of normal size, head considerably lat r thar interesting to note that 
lepicted above . 
the three mentioned, o1 
characteristic during the developmental stage is common to all, i.¢., atrop! 


of cells takes place. In the lamprey a complete biliary apparatus is formed 
the larval stage, in the adult form there is a total degeneration of both 


bladder and duct. In the pigeon the gall-bladder is developed in a perfect! 


normal way and later, in the majority of cases, at least, is completely 


In the rat there is at most but a trace of cystic anlage in very early 


and this soon disappears. 

In the human we have normally in the development of the liver a tremei 
dous overgrowth of (liver) cells, the liver reaching the maximum size relati 
to the body at nine weeks. This is followed by a degeneration of liver sul 


stance, especially in the peripheral portion of the left lobe. While in the lowe: 


forms of animal life the atrophy of cells seems to be confined for the most 
part to the gall-bladder and ducts, in the human both liver and biliary app: 

ratus are involved and in rarer instances the pancreas also is affected. Wh) 
there should be associated anomalies in the human can be readily understood 
when one studies the development of these organs in the embryo. Develop 
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Reporter, Baker; year, 1835; age, n.m.; sex, n.m.; jaundice, n.m.; cause of 
supp. process; operated, no; liver—pathology, n.m.; liver—fissure, present; gall-bl 
none ; duct—cystic, n.m.; duct—common, n.m.; duct—hepatic, n.m.; pancreas, n.m. N. A 
Archives of Medicine and Surgical Science, February, 1835, vol. i, No. 5, p. 307 

Reporter, Bednar; year, 1850; age, six days; sex, M.; jaundice, n.m.; cause of | 
encephal. ; operated, no; liver—pathology, no kidney; gall-bladder, no; duct—cysti: 
duct—common, n.m.; duct—hepatic, n.m.; pancreas, n.m. Ksh. der neugeb u. Sau 
vol. ili, p. 139, 1850. 

Reporter, Bergman; year, 1836; age, 60; sex, F.; jaundice, n.m.; cause of 


insane, inf., coma; operated, no; liver—pathology, enlarged; liver-—fissure, present 


bladder, replaced by small fibrous mass; duct—common, no; duct—hepatic, yes; pancr 
n.m. Hannoversche annalen fur die gesammite Heilkinde, B. i, p. 552, 1836. 
: Reporter, Blakeway; year, 1912,; age, newly born; sex, n.m.; jaundice, n.m LUS¢ 
of death, n.m.; operated, no; liver—pathology, n.m.; liver—fissure, n.m.; gall-bladdet 
duct—cystic, n.m.; duct—common, n.m.; duct—hepatic, n.m.; pancreas, not develop } 
cauda and corpus. 
Reporter, Boulet; year, 1772; age, n.m.; sex, n.m.; jaundice, n.m.; cause of de 
n.m.; operated, n.m.; liver—pathology, n.m.; liver—fissure, n.m.; gall-bladder | 
duct—cystic, n.m.; duct—common, n.m.; duct—hepatic, n.m. Comm. de Rebus in Scient 
| naturale et medicine gestis, vol. xviii, p. 244, 1772, out of Pouppe de portia Historic 
Maladies de S. Donnique, vol. ii 
Reporter, Brande; year, 1816; age, three days; sex, n.m.; jaundice, n.m.; caus: 
death, n.m.; operated, no; liver—pathology, n.m.; liver—fissure, n.m.; gall-bladdet | 
duct—cystic, yes ; duct—common, yes ; duct—hepatic, n.m.; pancreas, n.m. Mechels A1 
G. d. Physiologie, 1816, p. 249. 
Reporter, Bubenhofer ; year, 1905; age, 66; sex, M.; jaundice, none; cause of de 
cardiac failure; operated, no; liver—pathology, cirrhotic and small; liver—fissur 
none; gall-bladder, none; duct—cystic, no; duct—common, 9 mm. lumen fill free; duct 
hepatic, two very large, empty, collapsed. Ueber emen Fall von Kougentalein Def 
(Angensie der Gallenblase Anat. Hefte Wiesb., 1905, vol. xxvii, p. 305 
Reporter, Buddy; year, 1923; age, 28; sex, M.; jaundice, yes; cause of 
accident fractured spine, int. hem. ; ope rated, ves, died fourteen days, hem hepat li 
' liver—pathology, evidence inf. no scar formation; liver—fissure, barely indicated; gall 
bladder, very rudimentary ; duct—cystic, n.m.; duct—common, n.m.; duct—hepati 
pancreas, case of checked development of the gall-bladder. Uber gangeborne Gallenbla 
Verkumerung Arch. F. Klin. Chir., Berl., 1923, vol. cxxvi, pp. 45-47 i 
Reporter, Buttner; year, 1769; age, misshapen fetus; jaundice, n.m.; cause of deat! 
n.m.; operated, n.m.; gall-bladder, n.m.; duct—cystic, n.m.; duct—common, n.m.; duct | 
hepatic, n.m.; pancreas, n.m. Anatom. Wahrnehmungen, Lpz., 1769, p. 124. 
Reporter, Campbell. Thompson, John Edin. Med. Jour., vol. xxxvii, p. 728, pt 
Reporter, Choloneley ; year, 1820; age, five weeks; sex, n.m.; jaundice, yes; cause of 
death, convulsions; operated, no; liver—pathology, normal; liver—fissure, present ; ll 
, bladder, cord; duct—cystic, directly into liver; pancreas, enlarged, indurated Med 
Trans. of Coll. of Phys. of Lond., 1820, vol. vi, p. 50 
Reporter, Canton; year, 1847; age, 65; sex, F.; jaundice, n.m.; cause of death, n.n 
operated, no; liver—pathology, n.m.; liver—fissure, shallow groove; gall-bladder, 
duct—cystic, cystic artery absent; duct—common, two times normal size; duct—hepat 
dilated; pancreas, n.m. Lancet, 1847, vol. xi, p. 406 
Reporter, Droste; year, 1853; age, 74; sex, F.; jaundice, n.m.; cause of death, pul 
) monary disease; operated, n.m.; liver—pathology, atrophic; liver—fissure, no; gall 
| bladder, no; duct—cystic, n.m.; duct—common, n.m.; duct—hepatic, n.m.; pancreas 


n.m. Deutche Klinik, vol. iii, p. 305, 1853 


Reporter, Eiben; year, 1910; age, 48; sex, M.; jaundice, n.m.; cause of death, pnet 


monia; operated, n.m.; liver—pathology, normal; liver—fissure, no; gall-bladder, 1 
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Reporter, Harle, E year, ISSO: age 50; SEX, a : gall-bladde r, no; duct ‘ 
duct—common, n.m.; duct—hepatic, n.m.; pancreas, n.m. Lancet, vol. xi, p. 304, 1§ 
Reporter, Heschl; year, 1865; age, four months; sex, n.m.; jaundice, yes 
death, died, age seven months, otorrhea, et operated,’ n.m.; liver—patholo 
liver—fissure, a narrow groove; gall-bladder, rudimentary, thick solid cord; du 
no dilatation; pancreas, n.m. Wien. Med. W., 1865, vol. xv, p. 493 
Reporter; Hinder; year, 1909; age, 60; sex, M.; jaundice, yes; recover 
acute abdomen ; liver—pathology, n.m.; live fissure, no; gall-bladder, no; di 
no; duct—common, yes; duct—hepatic, yes; pancreas, hard. Australia M. Gaz., S 
1900, vol. xxviii, p. 435. Outcome—recover Previous history, qual. dyspepsia 
Reporter, Hobhouse year, LOQOO ave eight days: sex, Ir jaundice, yes ( 
death, n.m.; operated, n.m.; liver—pathology, cirrhosis, 8 oz.; liver—fissure, n.n 
bladder, no; duct—cystic, no; bile secretion going on actively ; duct—commot ! 
hepatic, no. Royal Soc. Study Dis. Child., Lond., 1904, vol. v, p. 177. | 
weighed nine pounds—urine milky—contained no bile salts or pigment 
Reporter, Hochsteeter ; year, 1880; age, eight days; liver patholog rl 
large, left small; liver—fissure, 3/O-3P; gall-bladder, none; duct—cystic, y« 
hepatic, n.m.; pancreas, n.m. Arch. F. Anat. Phys., 1886, Anat. Abteil, p. 360 
Reporters, Hoffman and Jackson; year, 1910; age, 65; sex, F.; cause of deat | 
monia; operated, no; gall-bladder, no; duct—cystic, no; duct—common, dilated ' 
hepatic, yes, dilated. N. Y. Med. Jour., 1910, vol. xci, p. 338. 
Reporter, Home, Sir E.; year, 1813; age, few months; jaundice, yes; caus 
emanation; operated, no; gall-bladder pancreas, pl. tran. Phil. Trans. R 
London, 1813, cited by Canton 
Reporter, (Eshner) Huber veal 17490; age, 00; Sex, | cause of deat! deat 
operated, no; liver—fissure, n.m.; gall-bladder, none; duct—cystic, abnormally | 
villus usual sit.; pancreas, biliary ducts enlarged. Phila. Trans. Roy. Soc. | 
1744-1749, vol. 1x, R649, 1800 
Reporter, Kehr; year, 1913; ag lult; se M.; jaundice, n.m.; caus 
1.m.; operated, n.m.; gall-bladder ne luct-—cystic, with stones; duct epa 
pated. Berlin Klin. Wehnschr, 1913, vol. 1, p. 5111. 
Reporters, Kirmisson and Herbert r, 1903; age, one month; cause eat 
monary; operated, no; liver—fissure, atrophic; gall-bladder, none; duct—cysti 
duct—common, none; duct—hepatic, ( Bull. et mem. de la Soc. Anat. de Pa 
vol. Ixxvii, p. 317. 
Reporter, Knox; year, 1744; age, 60; sex, F.; jaundice, n.m.; cause deat 
operated, n.m.; liver—pathology, n.m.; liver—fissure, n.m.; gall-bladder, duct 
n.m.; duct—common, n.m.; duct—hep much dilated; pancreas, n.m. Phil 
Roy. Soc. London, 1744, vol. ix, p. 649 
Reporter, Lenain, B.; year, 1853; e,74; sex, F.; cause of death, pulm 
no; gall-bladder, no; duct—cystic, 1 duct—common, yes; duct—hepati 
Kliniks, vol. v, p. 305, 1853 
Reporter, Lennander, K. G.; year, 1893; age, 40; sex, F.; jaundice, after « 
death, escape of bile four days after yperated, yes, died; duct—cystic, ( 
common, yes; duct—hepatic, all very narrov Wein. Klin. Wehs. Ojalry, | ( 8 
Death due to bile leakage in peritoneal cavity— operator cut common duct 
Reporter, Loreta; year, 1888 Te 1 ‘ Ie gall-bladder, none duct 
none; duct—common, n.m duct—hepat m Riforma Med. Anno, vol 
326-333, 1558. 
Reporter, Lintz; year, 1927; liver—pathology, very large; liver—fissur¢ 
bladder, no; duct—cystic, none; duct—common, none; duct—hepatic, non i! 
blood-vessels normal. Am. J. M. Sc., vol. clxxiii, p. 682, May, 1927 
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panc. duct; pancreas, n.m. Recueil Period d Observ de Med. Par. b. Vandern 
vol. x, p. 280, Paris, 1756 

Reporter, Theodor ; year, 1908; age, six weeks; sex, M.; jaundice, yes; death, 
days after operation, from wrong feeding; onerated, hepato-cholangio-enterectomy at 
weeks successful; liver—pathology, cirrhosis; liver—fissure, disproportionate ; gall 
der, no; duct—cystic, no; duct—common, yes; duct hepatic, yes; pancreas, head of 
creas missing. Arch. of Kinderheilk, vol. xlix, p. 358, 1908-1900. 

Reporter, Thomas; year, 1848; age, five months; sex, n.m.; jaundice, yes: cau 
death, ascites amascara; operated, no; liver—pathology, 14 0z., no fat in liver bed 
liver—fissure, no; gall-bladder, no; duct—cystic, no; duct—common, no; duct—hey 
no; pancreas, n.m. Medical Times, July, 1848, vol. xvii, No. 458, p. 171 

Reporter, Torrance; year, 1920; age, 38; sex, M.; jaundice, no; cause of deat! 
operated, yes; liver—pathology, n.m.; liver—fissure, n.m.; gall-bladder, no; duct— 
no; duct—common, normal; duct—hepatic, n.m.; pancreas, n.m. Trans. Am. As 
Gyn. and Obs., 1920, vol. xxxii, p. 386 

Reporter, Trimble; year, 1850; age, 55; sex, F.; jaundice, yes; cause of deat 
liver—pathology, attached to pancreas, atrophic; liver—fissure, no; gall-bladde 
duct—cystic, no; duct—common, yes; duct—hepatic, no; pancreas, contained stone 
Jersey Med. Reports and Transactions, 1850, vol. cxi, p. 303 

Reporter, Vergne; year, 1826; age, 26; sex, M.; jaundice, n.m.; cause of deatl 
out of window ; operated, no; liver—pathology, n.m.; liver—fissure, no; gall-bladder 
duct—cystic, no; duct—common, nn duct—hepatic, n.m.; pancreas, n.m. Recu 
memoir de med., Chiurg. et pharn. militaire, vol. xx, p. 406, 1826 

Reporter, Weider; year, 1905; age, 15 days; sex, n.m.; jaundice, no; cause of d 
cyanosis pat. for. ov.; operated, no; liver—pathology, normal; liver—fissure, yes 
bladder, infrs. hepatic not covered; duct—cystic, n.m.; duct—common, n.m.; duct—hey 
n. m.; pancreas, n.m. U. of P. Med. Bull. Phila., 1905, vol. xviii, p. 213 

Reporter, Weiderman; year, 1802; age, n.m.; sex, n.m.; jaundice, n.m.; cau 
death, n.m.; operated, n.m.; liver—pathology, n.m.; liver-—fissure, n.m.; gall-bladder 
duct—cystic, n.m.; duct—common, n.m.; duct—hepatic, n.m.; pancreas, n.m. Reils. At 
F. d. Physiologic, 1802, p. 144 

Reporter, Wilson; year, n.m.; age, n.m.; sex, n.m.; jaundice, n.m.; cause of cd 
n.m.; operated, no; liver—pathology, n.m.; liver—fissure, yes; gall-bladder, no; du 
cystic, n.m.; duct—common, dilated; duct—hepatic, furrowed; pancreas, n.m. Cit 
Canton. 

Reporter, Wueesche ; year, 1575; age, Six days ; sex, M.; cause of death, starvati 


operated, n.m.; liver—pathology, normal; liver—fissure, n.m.; gall-bladder, no 


anomalies; duct—cystic, greatly dilated; duct—hepatic, breadth of finger opened 
duodenum; pancreas, H. W. S. 2 cm. Jahrb. F. Kinderheilk, vol. vit, p. 367, 1875 
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LYMPHOID HYPERPLASIA OF LACRYMAL AND 
SALIVARY GLANDS 
MIKULICZ DISEASI 


By Josepn F. Smiru, M.D 
or Wausau, Wis 
AND 
WarNER 5S. Bump, M.D 
or Cuarcaco, Iu 


FROM THE 8 Sh MARY 8 . ‘ WAUS vis ~ HE 


7 @, Aa *4 | | ] ‘ 
In 1888, Mikulicz described a symmetrical enlargement of the 


and salivary olands. tne } indulat tissue ot whic had been almost é 


replaced by lyn pl ayy ‘ Chis proces howeve weanite 
part of a yer ralized ease Ol lyvmpl oid tissue Ose ‘ that time tae 
been reported ibout ( Instances OT sin lat sym etrical enlarge 
these glands without corntinen dof’ thie Wieeah. sities: emia we 
of the lymph-nodes, thout splenic enlargement, a1 vithout apparent 
temic disease 

In view of the re ely infrequent occurrenct is aise 
disease, it seems quite worth-while to report another, especially su 
changes in the tissues were not recognized, at first, as those of M1 
Case and were contused \ th carci ma 


below the ¢ ind ¢ ‘ t 

The tre be he ‘ ‘ 

Tht “\ ( tol ¢ 1 

walnut, below the right s nodule decreas 
became progressively larger, especially during the tour 1 before entet 
pital. In the meantim« ellings had app v t 

she |! bee ma é ( . i 
and diphtheria in ear] d. Some difficult val remained 
disease She always i ee] roubl vit equi ’ 

Physi l [ lyriinta } | patient l ratnel ( 
She 1s mentall ilert an cally 

There is flatten ense, tairl vell [ { ribe el ib 
lemon in It f tl I Cal l} Ss Ma ten alll tort i ( 
below the right ear [het i similar 1 the e ot a eg 
the left | li crete 
the neck 

Swallow and t1 movement re tre No « rged | 
and the spleet not telt heart enlatr cf { tri l t Dut there 
mur The put opti lui, knee jerks nd superficial reflexes 
temperaturs o8.2 deg F.. the pulse rate 76 per 1 if | the resy x 











SMITH AND BUMP 
The blood has 098 per cent. hemoglobin; 4,780,000 erythrocytes per cubic mm., and 
leukocytes. In skiagrams of the chest the shadow of the heart extends almost 
left border of the thorax; and both hilus-shadows are a little denser than normal 
Wassermann reaction (blood) is negative. 

Operation—On August 5, 1924, a red, encapsulated mass was removed ft 
region of the left submaxillary gland (J. F. S.). The operation was followed by X 
therapy with recession of the masses. However, in the spring of 1925 the mass 
left side reappeared, but this time was not affected by exposure to X-rays. Nev 
the patient felt well and had gained nine pounds in weight. 

November 9, 1925, the left parotid gland and the dense, adherent, associated ma 

tissue were removed (J.F.S 


Later, nodules appear 


oar « 
ail . 
5 er s a 


low and in front of the ri 
<% 


a bie pe Fees ices 
sh , ad ae a ae oe? - 
Way 5 . 


ear and the mass in front 





the left ear reappeared 


, glandular tissue on b 





sides was removed by 
method of Adson, July 18 
1926 (J. F. S.) lhe 
remained syimmetrical 
for a slight drooping of t 
upper lip, apparent only 
whistling. 

May 9, 1927, the patient 


felt and appeared well 
erythrocyte count Was 5,08 
000 per cubic mm., thi 
kocyte count 7,500, and 
hemoglobin content &>5 
cent. In smears of the | 
there was no abnormal var 
ation in the size, shape 


staining of the erythrocyt 


Fic. 1 Photomicrograph of section of the left submaxillary 
nd. <A. Duet like epithelial structure B. Collagen. ¢ Duct 


Sixty-six per cent. of tl 


with its normal structure destroyed 


tissue. (x275.) 


y ingrowth of lymphoid leukocytes were polymorp! 
nuclear neutrophils, 
cent. small lymphocytes, 19 per cent. large lymphocytes, 4 per cent. large mononuck 
und 2 per cent. eosinophils. 
Tissue, removed at the first operation, was considered to be a lymph gland 
metastases of an epithelial growth, which in places had a duct-like appearance. Char 
in the tissue, removed at a later operation, suggested to the same observer an embry 
carcinoma, possibly from the remains of a branchial cleft. 
At the suggestion of Dr. E. R. LeCount, who also examined the tissue and recogniz 
it as the disease Mikulicz described, a more detailed study of the tissue was made by 
of us (W. S. B.). 
Sections of the tissue, removed at the first operation, consist of lobules of rat! 
closely packed cells, resembling lymphocytes, distributed in which are many, various! 
shaped, well demarcated islands of cells (Figs. 1 and 2). Throughout the tissue, and espe 
cially about many of the cell-islands, there is considerable connective tissue whicl 
places is rich in fibroblasts and in others consists mainly of collagen (Fig. 1,B). Her 
and there is distributed a moderate number of eosinophil leukocytes. Giant cells wit! 
large, clear nuclei are present but very scarce There are some cells, somewhat larget ; 


than lymphocytes, with more basophilic cytoplasm and with the chromatin arranged as 
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in plasma cells. In some sections, apparently cut from the peripher so 
is considerable fat Here are a few normal ducts witl 

The cell-islands, which are the outstanding structures in the 
from almost circular to branched forms (Figs. 1 and 2 n some places 
approximates that of normal ducts; that is, there is a definite lumen, lin 
cells with pale, oval nuclei (Fig. 1,A). However, tor the most part their str 
varving degrees altered by the growth of the lymphocytes and « ae 
the cells and inte the lum ey ere aaa renee 
undergone metaplasia, becor » suntan’ in tome ays 
lymphoid tissue (Fig. 2,/A In some islands there is proliterat f the 
while in others there is littl 


left, but masses of lympl 
tissue demarcated by co 
tive tissue (Fig. 2 

Three neighboring 
islands, chose! at randor 
were followed through thirt 
eight serial sections \ 
model, constructed 
from outline drawings ot these 
islands, demonstrates br 


ne, like ll al rderly 


system ( Fig. 3) and theret 
establishes beyond doubt 
these structures are tl 
mains of the duct-syster 
the gland, wl | was 
resistant to the destr 


rocess than the 





report of his patient 


1892- Mikulicz stated 


11 i P f : 
that the submaxillary .» ; 
glands were the size of 
child’s fist hey had bes and lobules. like normal glands, but surfaces. n l¢ 


by sectioning, were pale, red-yellow, speckled with more translucent places 
instead of being normally finely granular and gray-red lhe substance of th 


gland was lardaceous and was seeming! 


y without blood-vessels he tissu 
consisted of uniformly arranged round cells, in some places thickly packed 


and in others with a fine reticulum. Certain larger cells had mitotic figures 


Imbedded In tl IS Mass Ol round cells were a few acini, considerably separ ite 


In the glands which Tietze* examined no glandular tissue remained 


Everywhere was lymphoid tissue with giant cells, atypical round cells, 


and many eosinophil leukocvtes He noted an over-growth of the capil 
lary endothelium. 
} 


] , 


Stower * found chronic inflammatory changes in the glands with round 


cell-infiltration, giant cells, occasional eosinophil leukocytes, a few epithelioid 


cells, and disappearance of the normal gland-structure. 
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Bass ° noted an increase in the connective tissue, which was infiltrated 
small round cells and plasma cells. 

Kummel® described substitution of the glands by lymphoid tissu 
eosinophil leukocytes and giant cells. 

The process was interpreted by Minelli‘ as a marked proliferation 


lymph cells already in the gland with gradual replacement by connective ti 


and with mechanical destruction of the original glandular tissue. The latt 


yrocess, he thought, fave rise to c 
| g 


leukocytes. He described remains 


ducts and acini, which in his illu 


tions appear quite normal. 


of De Wecker and Masselon,* | 
a pathologic diagnosis of epithe 
tumor, although the only epithe! 
structures in the accompanying 
tration were normal-appearing 
acini. 

In short, the essential chang: 
this disease has been described by 


observers as a replacement of th 





mal glandular tissue, in whole or 


Fic. 3.—Wax model, constructed from outline Patt, by lymphoid tissue. For the 
lrawings of thirty-eight serial sections, demot 5 ‘ 
tune ducttiba on a cmap the epithelial Part, 1t 1S agreed that the glandu 


masses, 


tissue, itself, plays entirely a pas 


role; that its destruction is due to the tremendous proliferation of the lymp! 


oid tissue. This lymphoid replacement-tissue has varied in the descriptior 


from a simple proliferation of lymphocytes to a lymphoid tissue with plas: 
cells, eosinophil leukocytes, and giant cells 


, and with considerable increas 
the connective tissue 
The description of the glands in this report is, therefore, essentially 

those of other observers, except that structures, identified as ducts in varyi 
stages of destruction, are described and reproduced in photomicrograp! 
Consequently, this report is made not merely because Mikulicz’ diseas« 
relatively rare, but mainly to describe these partly destroyed ducts, to 
end that their presence need not be confusing. 


Mikulicz’ disease may occur at any age, but usually in early adult or midd 
life. Of forty-one reports, collected by Howard,® in which the data seem 
sufficient to classify them with the so-called Mikulicz’ disease, the old 


patient was seventy-seven years old, the youngest five and five-tenths, 


the average age thirty-three. Twenty-six were men and fifteen were womet 


foreign body giant cells, and eosinop! 


Tissue, removed from the patient 


There was involvement of both the lacrymal and salivary glands in sixtee: 


patients, with the first involvement of the lacrymal glands in nine, of t! 


94 





HYPERPLASI 


salivary glands in two 
glands were involved 
in fourteen. 


infrequent symptoms 


Mikulicz, in his rey 


the peculiar diseas¢ 


to leukzemia, be¢ aust 


face, the normal blood 
and because, once the 
aware that 
Bearing in mind the 
infecting organisms, 
sitic one; the glandu 
lymphoid tissue of th 
the lacrymal glands, 
involving the salivary 
Brunn !" noted tl 
vary glands 
as well as involving 
had been reporter 


and blood: and that 


lymph-nodes and spleet 


fore, he concluded 
complex, rather thar 


pseudoleul Wilila 


believing that there 
salivary and lacrymal « 
and leukzemia, that o1 


have a common 


reported as coex1ste! 
epidemic encephalitis 
the glands of inter 
the finding of tubercl 


tissue, has been preset 


COovery ot numerous 


tubercle-like me rule 


And furthermors 
atypical form of Ho 
gastro-intestinal tract 

Inasmuch as the 
Hodgkin's disease 
disease with them do 
the disease Chen to 
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understood diseases, it seems strange that such a large group with sym: 
rical glandular enlargement has not developed apparent signs of leukze1 
pseudoleukzemia, or Hodgkin's disease. The disease had existed for 1 
years in Ranzi’s * patient without change in the lymph glands or in the bl 
for five years in Snell’s '® and in Berlin’s * patients; for eight years in K 
mel’s *® patient; and for twelve years in Tietze’s.'® Zondeck 7° later st 
that the patient of Tietze’s report had not developed change in the blood ; 
another ten years, although the involved glands had become larger. Thi 

no report of any patient, whose disease began as the uncomplicated on 
Mikulicz, who died of that disease or as a direct result of it, except for 
patient of Marcuse.*'! However, not long after the disease was noticed ir 

patient, the lymph glands were found to be enlarged, especially the mediast 
group, and death occurred eighteen months after the onset of the disease 

Kummel, De Wecker and Masselon, Berlin, Hahnle,** and Rollet ** 
noted, like Mikulicz, that there is no recurrence if the gland of Miku 
disease is completely removed. This is not the rule with the glandular invo 
ments of leukaemia or Hodgkin’s disease. 

In view of these discrepancies, the ideas of Munck seem, inde 
rational. He has called attention to the work of Chiewitz,”’ which indi 
that the lymphoid tissue, found in the normal salivary or lacrymal glan 
anatomically and embryologically a part of the lymphatic system. There! 
it is to be expected that this tissue would be subject to the diseases to w! 
lymphoid tissue, elsewhere, is subject. Hence, it may react to various 
tions, including tuberculosis and syphilis, and may participate in such diss 
as leukemia, pseudoleukzmia, and Hodgkin's disease. While symmett 
enlargement of the lacrymal and salivary glands may be incidental to 
diseases as leukzemia or Hodgkin’s disease, or may be due to tuberculosi 
syphilis, nevertheless, the original suggestion of Mikulicz may be true; 


t 


there is, indeed, a group in which the glandular enlargement is due to a1 


tion, the organisms gaining entrance through the ducts of the glands by 

of the conjunctival sac or buccal cavity. The occurrence of conjuncti 
nasal, pharyngeal, or tonsillar infection, preceding the onset of the dise: 
has been reported by several observers *° and may not be without significat 

If the term, Mikulicz’ disease, be made to include all chronic, symmetri 
enlargements of the lacrymal and salivary glands, it is evident that it cai 
imply a disease-entity. Nevertheless, there seems to be a definite grouy 
patients, like the patient of Mikulicz’ report, whose disease has a long cour 
without effect upon the general health or life of the patient, and hence, wit! 
wholly different prognosis than that of leukemia or Hodgkin's disease. 

Summary.—Structures in the salivary glands of a patient with Mikuli 
disease are identified as ducts in various stages of destruction; are describe 
and are reproduced in photomicrographs. 

Mikulicz’ disease is essentially a disease of the lymphoid tissue of 
lacrymal and salivary glands with secondary destruction of the parenchyn 
It is probable that this lymphoid tissue, for the most part solitary nodes 
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THE SURGICAL PATHOLOGY OF EPIDIDYMITIS 


By Merepiru F. Campspetit, M.D. 
or New York, N. Y 


4 SERVICE OF BELLEVUE HOSPITAI 


FROM THE Kho 


ALTHOUGH epididymitis is predominantly of gonococcus etiology, 


bacteria may produce lesions clinically indistinguishable either from tho 
gonorrhoeal origin or from those due to the tubercle bacillus. We four 

recent study of 3606 cases of epididymitis admitted to the Urological Set 
of Bellevue Hospital that while 3000 of this number resulted from Neisse1 
infection, the remainder were etiologically divided between those of tube: 
losis (280) and those commonly designated as “non-specific” in origi 
We are not concerned here with the tuberculous variety. “ Non-specit 


; 


more properly designate as non-gonorrheeal non-tuberculous since st 
cocci, streptococci, colon bacilli, Friedlander bacilli and more rarely micro 
catarrhalis may be etiologically identified with the epididymitis, eithe: 
vidually or in combination 

Demonstration of the gonococcus in the discharge of an associate 


thritis confirms the diagnosis of gonorrheeal epididymitis. Often no 


POnOCOCCUS mre 


is present which may mean (1) there is a latent 


posterior urethra and adnexa (prostate and seminal vesicles) o1 


didymitts is non gonorrhceal Im Origin. Urethral discharge may, 
contain some of the pyogenic bacteria above mentioned and no gor 
This finding usually indicates the etiology of the lesier 

The diagnosis having been made, the patient is at oace put to be 
a cathartic, and the adhesive plaster scrotal suspensory dressing desct 
elsewhere is applied.'. Complete immobilization and high elevation of 
scrotal contents is attained by this dressing; its equal cannot be purchase 
shops. As a rule an ice cap is applied to the inflamed parts although in 
cases greater relief is afforded by heat. Pain will be relieved at o1 
many and within twelve hours in two-thirds of these cases.'- Those not 
to sleep the second night after institution of this treatment are operated 
lor some time a persistent elevation ot the temperature was our opet 


criterion, but we have found the persistence of pain is a more reliable su 


guide. One in fifteen of the gonorrhceal and one in four of the not 
orrheeal non-tuberculous cases required operation. Epididymotomy) 


procedure of choice, although occasionally epididymectomy and mort 
orchidectomy must be performed. 

Surgical treatment of epididymitis by puncture was first employe: 
Velpeau.* Plunging a needle through the skin, multiple punctures 


made in the underlying indurated mass. Immediate relief was obtain 


T¢ 


most cases; the surgical complications of hemorrhage an infection 
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Fic. 2 Tubular filling with rupture of basement membranes and extension into interstitial tissues 


Intensification of leucocytic stroma infiltration 
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recorded. Velpeau’s work was subsequently warmly endorsed by de ¢ 


J 


and others. Open epididymotomy, however, was first performed by Piro; 


in 1852. Twelve years later and unaware of Pirogoff’s work, Smith * re 


ABLE | 
Aor (3¢ Non Ge Total 
19 and under .. 8 I 0 
SS ae 159 25 184 
30-39 . 33 25 c& 
10-49 .. - 5 17 22 
BO-SQ nc cvis 2 8 10 
60 and over I I 2 
Not recorded I 2 3 
’ 
2588 
TABLE II 
Side Involve (x Non G 
Right 104 38 142 
Lett =O 35 114 
Bilateral 26) 6 


twenty cases of acute epididymitis in which the agonizing sympton 
at once relieved by exposure of the epididymis and multiple incisions into 


substance with a sharp knife, “being careful not to incise the testicu 


substance.” Since Smith’s paper several surgeons have reported numerou 
epididymotomies, but it remained for Hagner® (1906) to demonstrate a s 


1 


and simple technic which may be unhesitatingly and universally employ: 
The Hagner method of epididymotomy is the routine procedure in the Bel 
vue Hospital Urological Clinic. Epididymectomy is performed for (1) g1 
destruction of the epididymis and (2) recurrence of epididymitis after e] 
didymotomy or (3) in some cases after repeated attacks without ope: 
Diffusely cystic and some otherwise grossly diseased epididymes have at 
been removed. 

Of 3326 cases of. non-tuberculous epididymitis studied by us, 209 of 
gonorrhceal and seventy-nine of the non-gonorrhceal cases were operated upo 
Epididymotomy was performed a total of 200 times. Epididymectomy pri 
mary or secondary was the procedure in seventy-four, and orchidectomy 
abscess in thirty-five cases (Table II!), a total of 309 operative procedure 
on 288 patients. Sometimes the epididymis and testicle were removed «¢ 
masse. Irom these operations seventy-six surgical specimens have been 
able for study and constitute the basis for our discussion of the histopatholos 

\ll chronically inflamed and most subacutely inflamed epididymes mi 
be removed under local anzsthesia (fifty-eight times). Manipulation of tl 
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Tas_e III. 

Type of Operatior (x Non Gc Tota 
Epididymotomy 178 22 200 
Epididymectomy 

Primary ... 24 15 69 
Secondary to Epididymoton 3 2 
Orchidectomy 
Primary .. 5 16 
After: 
Epididymotomy) 5 7 
Epididymectom) I 2 


acutely involved organ is often painful even after novocain infiltratior 


in this group the administration of a general anesthesia has been ou 
cedure of choice (170 times). In seven cases spinal anzesthesia was 


1 1 
| 


with entire success and in the hands of one skilled in its use, is the 
anesthesia. 

The scrotum about to be incised is tense and shiny if the process is 
Certain areas with underlying gross abscess may be glazen in appear 
Scrotal cedema adds greatly to the size of the inflammatory mass 
lesion is subacute or chronic, integumentary changes may be absent ot 
of mild injection and cedema 

Usually the tunica vaginalis is thickened, indurated and whet 
releases a variable quantity of hydrocele fluid, the formation of 
results from inflammatory irritation of the serous membrane. [-xudati 
was recorded as present in 101 of the operated cases. Clear or cloud 
was noted to be present in sixty-eight, the quantity varying from 5 « 
four ounces. When the process is acute, fibrin is usually found. We obser 
it in amounts of one dram to three ounces twelve times. Occasionally or: 
ized fibrin will add great palpable solidity to the mass, and was four 
four instances. Serosanguineous fluid is occasionally encountered, as 


pus. (Table 1V.) If the lesion has been present for some days or if the 


l E I\ 
Hydrocele Present Ge.-+4 (x Potal 
Fluid 1 dram to 8 ounce 53 15 68 
Fibrin 1 dram to 3 ounces s j 12 
Fibrin (organized ) oz. ti OZ | | 
Serosanguineous fluid | 2 f 
Free pus in tunica vaginalis 6 11 


LO! 


has-been antecedent inflammation, adhesions may firmly bind the tunica 


nalis to the epididymis and testicle or may tenaciously unite the testicle 


epididymis in a solid mass. Furthermore, if the epididymitis is a recurrent 
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tous infiltration 





of stroma of epididymis with vacuolization 
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attack, cystic degeneration of the organ is frequently observed. While | 
ably of greater incidence, cystic changes were noted five times in this set 
Inflammation of the tunica vaginalis is proportional to the severity of 
attack. The membrane may be either velvety-red or pallid. Coexi 
injection of the tunica albuginea may be observed, but the testicle . 
involved except secondarily by (1) extension of an epididymis absces 
2) by thrombosis of the lower spermatic cord with trophic gangret 
orchitis. 

The anatomical progression of the infection from the posterior uret 


Té 


prostate, and seminal vesicles down the vas deferens explains the 
incidence and increased severity of globus minor involvement. That t1 
mission of infection is unquestionably by the vas and its mural lymph 
has been clinically demonstrated by vasectomy. Prior to 1925, 30 per c 


of our prostatics at Dellevue developed acute epididymitis at some stage 


their hospitalization, usually post-operatively. Two years ago routine va 
tomy (ligation with resection of 1 cm. of vas) was instituted, and sinc¢ 


this type of epididymitis has occurred but twice. Metastatic pyogenic bl 
borne infection of the epididymis has been observed but is rare We ] 
seen it associated with influenza, pneumonia, and acute tonsillitis eacl 
one case, 


Gross examination and incision of the exposed epididymis clearly indi 
that the lesion is nearly_.always most acute in the globus minor. It mi: 
limited to this part, but extension to the globus major or head usually occur 
with the formation of numerous punctate abscesses. Frequently by coal 


cence of these abscesses the entire organ is converted into a suppurating 1 


and by extension, secondary destruction of the testicle may ensue. (Tabl 
TABLE \ 
Gross Su Ww Patholog 
Abscess Inflammation 
Acute Chror 
SET te i Total CC + GCC Total Co 4. Gl 


Epididymis : 


Head 26 5 31 21 I 22 
Body 12 | 16 I I 2 
Tail 41 12 53 x 11 19 I 
Universal 23 8 31 67 27 Q4 

Cord .... I 

oO 3 I | 2 2 

Testicle 4 8 12 


Present (location 
Not recorded go IOs 
It is to be noted, moreover, that gross suppuration requiring surgical liber 


tion is observed four times more frequently in the non-gonorrhceal that 


the gonorrhceal cases, and the incidence of secondary suppurative orchitis 
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proportionately higher. On the other hand, a surprising number of ey 
mes shows only moderate inflammatory involvement with great pai 
without gross pus. Examination of the serosanguineous fluid obtain 
puncture of these organs reveals myriads of leucocytes and indicates 
degree of suppuration, a constant histological finding in early acute les 
The pathological histology of gyonococcus and non-gonorrhceal non-tuber 
culous epididymitis is identical with this exception—resolution is somew! 
slower in the gonococcal variety. In each type, however, a definite inflai 
tory cycle is observed, the changes noted histologically as well as gi 
depending on the virulence of the attack and to a lesser degree on the 
resistance of the host and the treatment employed. These inflammatory 
esses we broadly classify as acute and chronic. The primary phase 
acute inflammation is exudative or catarrhal; the second phase is supput 
or necrotic. Chronic inflammations are suppurative or, if the repair pr 
is well under way, proliferative. It must be borne in mind that an inflam: 
organ may show microscopically several stages of inflammation, exudatior 
necrosis in some parts with repair and sclerosis elsewhere. On the 


hand, in each specimen there is usually a predominant process, and the 


epididymes studied by us have been classified according to this prevalent 
inflammatory picture. (Table VI.) It is interesting to note the incr 
Vi 
His . 
Specimens available tor study Ge.+ 22 G 54: lotal 76 
Acute Cx + Cx iz t il 
Ke xudative | | ® 
Suppuratiy ; 13 25 38 
Chr ( 
Suppurative ..... } 13 
Proliferative ... 2 13 
Tabulated according to the predomi: t histological picture It 

stages may be recow! zed, more parti i: ly t y those rem ed tror cases of 


incidence of the chronic inflammatory phase in the non-gonorrhceal non-tul 
culous group. Unquestionably the absence of venereal infection misl 
these patients into a misconception of the severity of their respective lesior 
and treatment is postponed until prolonged pain and fever is no longer toler 
able, or the appearance of signs of gross suppuration, possibly with sinu 


formation, arrests the attention. 
HISTOPATHOLOGY 


Of the important histopathological contributions concerning epididymiti 
perhaps the earliest is that of Scheperlern who, in 1871, first pointed out the 
destruction of the walls of the ductus epididymis by lymphocytic infiltration 
with periductal invasion by leucocytes. In 1903, Audry and Dalou describ 
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the formation of tubular abscesses, the infectious invasion of the inte: 
tissue and lymphatics, and certain phases of tubular repair. Berman 
first demonstrated gonococc! in acute lesions and since then other 
described various tissue changes in both acute and chronic epididymiti 

Acute Epididymitis—At the onset of the inflammation the proces 
pathologically designated as acute catarrhal or exudative. There 1s 
swelling and desquamation of the cylindrical epithelium lining the tul 
This is at once followed by both intratubular and interstitial infiltratios 
polymorphonuclears, plasma cells, lymphocytes, large mononuclears 
variable degree of cedema. (Fig. 1.) As the inflammation becomes pro 
sively more intense, the leucocytic and cedematous infiltration increases 
the underlying vascular changes become pronounced. Enormous acute cor 
gestion with massive diapedesis of red blool-cells into the surrounding tissue 
is seen. While this destructive process is taking place, the phenomeno: 
vascular repair is well under way and about the periphery of the nume1 
focal lesions capillary sprouts of young connective tissue push their w: 
the destroyed tissues. This has been seen within thirty hours after 
onset of the disease. 

The transition from the acute catarrhal or exudative stage to 1 
suppuration is indeed rapid and overlapping ; no academic line of demar 
can be drawn. before the initial process is well begun, microscopi 
abscesses (Fig. 2) are evident in the globus minor, so that within forty-ei 
hours grossly discernible abscesses may be formed by the confluence of sevet 
of the smaller. Hence, the majority of acutely inflamed epididymes ren 
at operation will present histologically, if not grossly, the picture of massiy 
suppuration with generalized tubular destruction and loss of most 
normal landmarks. 

Bringing about this picture of gross destruction are certain minute 
logical changes. With marked infiltration and engorgement of the tubul 
with leucocytes, the basement membranes are ruptured early and _ the 
becomes a focal abscess. Leucocytic infiltration is predominantly polymot 


phonuclear at first, but in some cases the lymphocytes outnumber these cell 


Large mononuclear cells appear early and may be numerous. (Fig. 3.) T! 
are best observed within the lumen of the tubules. QUédema is generalize 
most pronounced where the inflammatory battle is most severe and fives 1 
to the characterisitic picture of tissue vacuolization—the fluid infiltration 
the stroma. (Fig. 6.) Fibrin appears first in the periphery and may later 
show organization. In two-thirds of the specimens from acute cases 
observed hyalin degeneration. (Fig. 7.) Eosinophiles are commonly see 
in unusual numbers. Kretschmer and Alexander? noted an increased cell 
count of eosinophiles in the blood in some of their patients. We did 
observe this alteration in the circulating blood, although the increased preset 
of these cells locally was often notable. 

Chronic Epididymitis—As the transition from the acute to the chrot 
stage 1s a matter of clinical relativity, so, histologically, does the picture o 
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late acute become that of relatively early chronic epididymitis. As 
type change in the leucocytic infiltration is observed, lymphocytes 
outnumber the polymorphonuclears. Too, there is a marked increase 
large mononuclear phagocytes, another characteristic of the repair pr 
Although the epididymis may be a mass of resolving areas of necrosis 
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Fic. 13.--End result of condition shown in Fig. 12. Often the vas is completely block« 


: } 
partial 


perhaps more otter ly occluded is shown in this section 


cular and connective tissue repair is everywhere evident, but 1s most 
about the periphery of these abscesses. As new scar is laid down, the mas 
cedema disappears and by this repair necrotic debris is replaced by connect 
tissue. Areas showing considerable fibrosis may by compression ot 
blood-vessels be relatively anemic. While vascular proliferation is univer 
evident with the formation of myriads of new capillary sprouts (Ii; 
marked thickening of the walls of the older vessels by infiltration, scart 
or perisclerosis occurs. ( lig. 9. ) 

This sclerosis constitutes the proliferative or terminal phase of the infl 
matory process. With the absorption of the exudate and necrotic tissue 
its replacement by scar, the remains of many tubules disappear. (lig 
Other tubules become permanently occluded by post-inflammatory org 
zation, while still others remaining patent undergo hyperplastic changes 
ate diagnostically characteristic of this stage of the disease. (Fig. 11.) 
normal cylindrical epithelium having been lost by exudation, it is replaced 
the squamous type. By irregular overgrowth it produces areas of heaped 
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GENESIS, MORPHOLOGY, AND SURGERY OF PROSTATIC 
MIDDLE LOBE HYPERTROPHY * 


By ALEXANDER Ranpati, M.D. 
or Puttapeventa, Pa. 

THE unique and uniformly successful development of the clinical 
of prostatic hypertrophy during the past quarter of a century has n 
to a stationary point. The lethal quotient has been brought almost 
irreducible minimum and at the same time a brilliant epoch of clinical ad 
ment and clinical achievement has been recorded. It is another ex 
among many, where under the urge of necessity, by bold and intensive 
clinical surgery has rapidly outdistanced the tundamental sciences 
knowledge of an organ, but it leaves a tremendous void which must 
before further advance can be expected 


Taking stock today finds us without accurate knowledge on mat 


damental facts in regard to the prostate. For instance, what is th 
physiological function of the prostate’ Has it an internal secretion 
part does it play in micturition’ What part does it play in our sexu 
etc., etc. ?- An equal lapse in our knowledge exists when one tries to cot 


the various studies on the pathology ot benign prostatic hypertrophy 
have not yet decided whether it be an hypertrophy or an hyperplasia. 

not know its etiology, are not in agreement as to where it starts, not 
how growth proceeds. Residual urine accumulation is no more thi 
problem of a dam in the stream, with its pool behind it, than 1s the wonder: 
rejuvenation following prostatectomy due alone to better sleep, kidney 
tion, and normal micturition. There are deeper physiological and patholo 
problems here awaiting investigation. Hence it is that | wish to present 
you tonight some studies on the genesis, morphology and surgery 
middle lobe of the prostate, a portion of the gland whose terminology is 
whose growth 1s probably the most obstructive, whose diagnosis is diff 
and whose surgery 1s most important, taking for granted that we all reco; 
today that in hypertrophy the prostate does, at times, form a midline Jobul 
mass which we term clinically a middle lobe. 

The point of origin of all prostatic hypertrophies has interested numer 
investigators. However, throughout the literature there seems to 
constant tendency to attempt to make one theory of origin or of locati 
fit all cases of hypertrophy, rarely allowing for variation from one suppo 
fixed standard location of origin of growth. For instance, Tandlet 
Zuckerkandl advanced the theory hiteen years ago that the first cha 
always occur in the tissue lying in the midline, otherwise called the postet 


commissure and that hypertrophy 1s never absent at this point | 


* Read before the Philadelphia Academy of Surgery, January 16, 1928 
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| believe nere are tw absolutely different enlargements called b 
same name of “middl ( \natomically, there are two different glan 
elements situated in the 1 line posteriorly; first, the posterior commissu1 


glandular tissue, and secondly, the subcervical glandular tissue of Albart1 
Either may undergo nypertropny independently ot the otner. or indepe det 


of lateral lobe growtl ewise, either may grow in conjunction wit 


lobe enlargement. Or , niunction with each other ha Wee aes ia 
anatomical differences in their attachments, and encapsulations, they preset 
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contiguous with the lateral lobe glandular tissue, sharing with them the tri 
prostatic capsule and not showing any independent separating cay 
fibres. This glandular commissural tissue is apparently almost always | 
though there appear to be exceptions to the rule, and Lowsley report 

a case in his series of microscopic studies, and Albarran reports fou 

mens where it was absent in his series of one hundred and éleven sp 
studied, and I feel it may be more frequently absent. Possibly in sot 

it may be destroyed by inflammation or in others pushed back and com) 

as Tandler would explain it, by lateral lobe growth. 

On the other hand, when the posterior commissural glandular tisst 
hypertrophy, it first causes a thickening and elevation of the posterior 
lip, and at this stage I have been prone to speak of such as glandular 
bars. Macroscopically, at this stage, there may be no evidence of later 
hypertrophy. On further hypertrophy, the commissural tissue raises u 
the apex of the trigone, the vesical lip and the first portion of the fi 
the urethra. The sphincter gradually drifts backward and behind thi 
trophying mass, and the hypertrophy is constantly confined by the p: 
capsule and always under the trigonal muscle. It ultimately grows 
a thumb-like projection into the bladder cavity, broad, flat, sessil 
widely separated clefts in the posterior-lateral angles. In long-standin; 
and those showing massive enlargement, some hypertrophy of the 
lobes becomes evident, or in my most marked cases, it shares an equa 
with lateral lobe growth. It is a stoggy, dullard of a country bumpki 
as compared to its companion growth, the dainty, artistic, symmetrical 
and graceful subcervical gland hypertrophy of Albarran. 

These latter (subcervical hypertrophies) start as a small rounded 
just infra-sphincteric and quickly become spheroidal in shape: by the 
they are large enough to push up through the sphincter, pedunculatio 
started and from then on this characteristic is never lost and nevet 
Its only covering is the mucous membrane and its only attachment 
ducts forming a definite pedicle. There need be no lateral lobe enlarge: 
and even if present, there being no common capsule, there is no tissu 
ment to the same or glandular continuity. It stands alone as a sphet 
pedunculated lobular mass, and may grow to an eoua! size of any prostati 

The query may be put as to which of these do we mean when the 
“middle lobe” is used. 

The differentiation between these two entities, posterior com 
hypertrophy and subcervical hypertrophy, is not an academic questiot 
for it 1s an important matter when it comes to the proper and cot 
removal at operation and the recognition of the type present pre-opet 
should change the technic of enucleation which, if made to suit the « 
hand, insures radical and clean removal, minimizes damage to contigu 
structure, and lessens the danger of post-operative bleeding. 

The differential diagnosis can be made by combined rectal and by 
scopic study. 
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In posterior commissural hypertrophy, when also associated wit! 
lobe enlargement, is approached suprapubically, the enucleation, starting 
urethrally, sweeps about one lateral lobe and should pass across the 
and the apex of the trigone and the finger goes, without difficulty « 
degree, directly around the opposite lateral lobe and the prostatic 1 
removed in one piece. If the commissural hypertrophy is present 
lateral lobe enlargement, the break through the mucous membrane n 
made in a cleft at either of the lower lateral angles of the internal 
orifice and commissural tissue alone enucleated. 

If the approach be from the perineal side, the greatest care must b 
cised that a lateral lobe be not removed from either capsule and the 
sural tissue (undoubtedly the most obstructive portion ) missed entire] 


such a case the Hinman modification of Young's prostatic incision is 


capsule obtain a single mass enucleation. 

In subcervical lobe hypertrophy, on the other hand, when appr 
suprapubically, the characteristic pedunculation and the knowledge 
capsule consists only of mucous membrane, permits the surgeon to 
off the first thing: you cannot, nor should not, save its mucous memb1 
all of which is redundant and | am in the habit of placing a clamp 
lobe and simply twisting its pedicle to the point of rupture. Occasi 
[ have ligated the pedicle first but doubt the utility. If subcervical | 
trophy is accompanied by lateral lobe enlargement as well, the sup 
enucleation entails first the removal of the subcervical lobe, next the enu 
tion of one lateral lobe, and thirdly, the removal of the other lateral 
that is, one enucleates and removes three separate masses. 

[In perineal prostatectomy a subcervical hypertrophy presents a p¢ 
complication all its own. As it does not lie within the prostatic capsul: 
as that structure is entered on its posterior surface, a complete later 
and commissural growth may be removed and a subcervical lobe hypert: 
missed entirely. Neither can such a lobe be made to present itselt 
lateral lobe cavity unless the urethral lumen has been entered and thet 
the lobe may be dislocated so as to enter first the posterior urethra, 
lateral lobe cavity, and from thence to the perineal exposure. If clean em 
ation has been performed on the lateral lobes, the preferable and only 
to remove such a subcervical lobe in perineal prostatectomy is to wit! 
the prostatic tractor entirely and with a spoon retractor, or lobe force; 
entered through the urethrotomy incision, grasp the lobe and _ attet 
draw it down through the posterior urethra to a point where its attac! 
can be ruptured and the mass removed. This complication is the most seri 
objection to a perineal prostatectomy in such cases, for though its ren 
can be usually accomplished, the possibility of complete oversight, the 
sional difficulty of removal, the uncertainty of enucleating such a lobe wit! 
leaving behind redundant tags of mucous membrane, and when unusu 
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CLOSURE OF THE PROSTATIC BED IN 
SUPRA-PUBIC PROSTATECTOMY * 
By Joun B. Deaver, M.D. 


or PHILADELPHIA, Pa 


IN THE last several cases of one-stage supra-pubic prostatectomy | 
closed the prostatic bed with satisfactory results and shortened convale 
The advantage of closing the prostatic bed is that neither the prostat 
nor gauze packing is required, and that not having to use either, the chai 
J bleeding, especi 
URETHRA ; , ondary hemorrhag¢ 
infection of the 
minimized. In the 
infected bladdet 
ever, where the 
shows the preset 


the colon bacillus o1 






PROSTATE ‘ 
} 


form of pus-beari 
] 


croorganism, clo 


BLADDER 


the prostati be 
advisable. Closur 
bed is not so easily 
in the two-stage 
tion, on accoul 


more limited spac 


Fic. 1 Sagittal section showing « eation of prostate 
middle finger of left hand aided | finge ectum pushing the 
sland upward 


the lessened flexibilit 
the tissues follown 
primary operation. I now rarely do a two-stage operation, and in th 
have done it only in what were considered “bad risks.” At the present 
there are fewer bad risk cases than formerly because of our prolonge 
operative treatment, directed to controlling conditions by catheter drait 
more especially careful consideration of the functional tests. The first 
operation is now avoided by the use of an inlying catheter which as 
practically harmless. In passing | can cite the instance of one patient 
wore an inlying catheter for fourteen years during which time not 
of urine could be voided naturally. In this patient removal of the pro 


on account of other conditions, was out of the question. 


j 


Closure of the prostatic bed while not an impossible procedut 


* Read before a joint meeting of the New York Academy of Surgery a1 P 


delphia Academy of Surgery, Philadelphia, February 8, 10928 
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CLOSURE OF PROSTATIC BED IN PROSTAT] 


always an easy one by the following technic it « b 


With the patient under either nitrous oxide and oxveet 


anesthesia, and in the Trendelenburg position, t 


bladder wound retracted laterally. and fore and att, 


Deaver retractors, atter introducing a small, moist rAUUZE 


dus of the bladder over which the upper retractor 
traction is made, the floor 
of the bladder will b: 
level, giving a good view 
of the wall of the bladd 


Ne OTrince 


the prostate, t 





of the ureters, and afte 
the prostate is removed 
of the prostatic bed. Th 
margins of the opening of 
the bed are grasped 
retracted by Allis forceps 
The finger of an assis 
in the rectum carries the 
floor of the prostatic be 
upward into the openi 
of the bed where with the 
aid of a Cameron lig! 
bleeding points are seet 
and ligated and wi 
curved needle of prope 
size and shape the w 

of the bed are appt 
mated laterally up to the 
torn end of the urethra step V. P 

\ soft rubber cathete 


then carried into the bladder through the uretht é 


tube is plac ed in the bladder and the bladder wowad closed 
] 1 ] 

always place a small piece of rubber dam in the prevesic: 

it on the second day [he supra-pubic tube is taken out 


1S clear, and the catheter is lett in the bladder until the st 


closed, an average period of ten to fifteen days lhe convalescence 


method is more comtortable and shorter than by « 


ingenious appliances for carrying out supra-pubic drainage 


} 


the patient’s linen are not used in our clinic; in fact I hi 


having been satisfied with drainage through a long rubber tube attached 


supra-pubic tube and ca 


into a urinal tied to the frame of the bed, all of which is conceale 


depending bed coverings 


Che large prostatic bed with little or no attempt to contract, that 
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freely and does not respond to irrigation with hot water, I have bee: 
to close satisfactorily. In the prostatic bed that contracts promptly 
oozes little, there is no particular advantage in suturing except possib! 
shorten convalescence. 

This is not a new procedure as it has been satisfactorily done by \\ 
Lower by whom, I believe, it was first carried out. The technic | 
described however differs from l.ower’s in that. as I believe. | make a 
exposure. | may be wi 
in this, as | have not 


Lower make the « 
My manner of closin; 
bed also differs fro 
in that I do not cl 
around a catheter. [1 
earlier expel 1ence 11 
ing the prostatic b 
did not pass a cat] 
until the supra-pubi 
was removed. (ne 
last patients in whor 
closed the prostati 
was eighty-six yea 
and lett the Clinic fift 


days after the opet 





URETERAL ORIFICES voiding spontaneo 


and in fine conditio1 


B. za 
he sutures of 
Fic. 7.—Step VI. A. Closure of prostatic bed by three inter . 
rupted sutures B. Bed closed, showing urethr orifice ( Cathe M1uc catgut numbe gf 
ter in urethral orifice 


introduced under the « 
and readily so with the floor of the bed and the anterior wall of the rect 
carried upward by the finger of the assistant in the rectum. I have had 
trouble in avoiding injuring the wall of the rectum, the assistant’s finge: 
a guide, and the fascial and muscular covering of the bowel being enoug! 
evidence to avoid accidents if gentle manipulation of the needle is observed 
While it is too early to speak of subsequent contraction and _ strict 
[ think this is less likely to occur than after the introduction of a bag 
gauze. I have seen stricture following supra-pubic removal of the prost 
one of the causes of a supra-pubic sinus, and necessitating the passage 
sounds. In the procedure I have described the catheter is in contact 
mucous membrane only, therefore there is less likelihood of subsequent 
stricture. Up to the present, | have not closed the bladder wound entire! 
Please don’t go away with the idea that I never make a two-stage operati 
for occasionally I do. For example, | make use of the two Stage operat 
where an inlying catheter is not well tolerated, where there is an aggravat 
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XANTHOMA OF THE NECK 
By Cuaries E. Humiston, M.D. 
AND 
EvuGene C. Prerre, M.D. 
or Oak Park, ILL. 


FROM THE WEST SUBURBAN HOSPITAI 


“XANTHOMA” means a yellow tumor. The golden yellow color ot 
tumor tissue, resembling that of the corpus luteum or of the cortex ot 
adrenal gland, is due to intracellular accumulation of certain peculiar 
substances such as double refractile cholesterol ester, protagon, and neutt 
fats. After dissolving 
ester in the process 
preparation of ordi 
microscopic sections, 
tumor cells assume chat 
teristic “foam” appearai 
typical of xanthoma. 

There is hardly anothe: 
problem in oncology, 
study of tumors, witl 


much confusion of ide: 


terms and interpretatior 
[In tact, the name 
thoma” is omitted in som 
1f the modern text boo! 
because of this confusio1 
Yet the recent investig 


tions have cleared up mat 





questions concerning 


Fy i (Edem: s portion of the imor, showing numerous P 7 “aT 
4 Edematous portion of ' , nerous nature of these rare tun 
mall—-vacuolated “‘xanthoma cells’’ in the meshes of syncytium 
forming elongated spindle shaped cells A little ff and below the formations, clinical studi 
i plasma cell is seen, marked by il isterisk 


have shown their benig 
character, and experimental work has cleared up problems of pathogenesis 
Therefore xanthoma ought to be a well known nosological unity to ever 
modern physician. 

\s we have pointed out in cholesteatomas,' it is necessary to differentiat« 
in xanthomas between inflammatory and neoplastic growths. Inflammatory 
tissue formations, containing foam cells, are well known as xanthelasma 01 
the eyelids of persons of advanced age or as subcutaneous lumps in diabeti 
patients. Lesions of this kind were repeatedly produced experimentally 
particularly by Anichkov,? from Petrograd, and his school (see Kusnet 
zowsky *). After inducing hypercholesterolemia in rabbits any chronic irri 


124 





tation will lead to the for ation ot tissue nodutk , ; 
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The tumor removed is ovoid in shape and has the size ot a goose egg, n 


8x 4x4, 5 cm., possesses only a thin capsule, which is rather firmly attache 


surrounding connective tissue structures. It is yellowish on the outside. Its « 

is soft, fluctuating. Upon cutting into the tumor tissue an irregular cystic ca 
found, filled up with bloody serous fluid [he cavity is rather large, the shell 
from 0.5 up to 2 cm. in thickness. The inner surface of the cyst 1s bright yellow 


and irregular, with many crypts and excavations, showing all the typical earmar] 
cystic degeneration of a primary solid tumor. The tumor tissue of the shell is son 
lamellated grossly, its cut surface showing white streaks and large, bright, orang: 
spots. A few areas of hemorrhage are present, particularly near the cavity 
dominating yellow shade of the tumor, its soft consistency and cystic degenerati 
central portions lead to the diagnosis of xanthoma on gross examination 


Upon examination of the unstained frozen sections numerous intracellular ¢ 


and needles of highly refractile material are found which dissolve after the add 
absolute alcohol, ether or chloroform The examination of the unstained froze 
with polarisation microscope, done by Dr. R. Jaffe, reveals double refractile pr 
of these inclusions, as manifested by the appearance of crossed diameters in eacl 
droplet. They react positively to the Sudan III stain 

Examination of paraffin sections (fixation in Bouin's fluid) stained wit! 
toxylin-eosin, Van Gieson and Alzheimer neuroglia methods (the latter done ob! 


by Dr. G. B. Hassin), reveals the foll 


picture The tumor tissue is rather cel 
many nuclei being present. The tumor is built up chiefly of a syncytium of lat 
cells, which are not separated from each other, but form a continuous singl 
cytoplasm, infiltrated with many vacuoles and containing numerous spindl 
vesicular nuclei with fine and uniformly distributed chromatin granules Phe 
shaped nuclei decidedly predominate in the majority of fields; in some places 
plasm is more abundant, in others reduced. In addition to these spindle-shaped 
numerous round nuclei with the same distribution of chromatin are present, tl 
plasm being more isolated from the syncytial mass. The round cells are 15-25 mic1 
size, whereas the spindle cells have the size of a fibroblast In a few rather 
spots the round cells assume the typical appearance of foam cells, because of accur 
of fatty products in their cytoplasm, but the general character of the nuclei still ret 
the same 


There are a few peculiar large cells in the tumor, apparently derived fron 
cells by increase in size. They are from five to ten times larger than the spindl 
the tumor. They possess large vesicular nuclei with a few small clumps of chron 
and 1-2-3 large acidophilic nucleoli They resemble somewhat ganglionar nervou 
however, no Nissle tigroid substance is found in their cytoplasm 

In the regions of cystic degeneration some of the round cells undergo 
changes. They increase in size, separate themselves from the underlying struct 
assume epithelial-like appearance, form some sort of inner lining of the cyst caviti 
not infrequently transform into multinuclear giant cells 

The essential cellular constituents of the tumor are therefore:(1) syncytium 
relatively large spindle cells, some of which apparently give rise to the formation 
“ganglion-like” cells with eosinophilic nucleoli, and (2) round cells, transformed 
places into “foam” cells, or rarely, into epithelial-like or multinuclear giant cé 
latter processes being confined to the area of cystic degeneration 

Che interstitial connective tissue, stroma of the tumor, is by no means an 
one. Only here and there an individual collagen fibre is found. A few layers of « 
fibres form a thin capsule on the periphery of the tumor. The blood-vessels ari 
numerous and show marked hyalin changes, the wall being thick and structurel 
endothelium rather swollen. The retrogressive and even inflammatory changes theret 


are quite prominent; also foci of plasmocellular and lymphocytic infiltration, foci of int: 
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HUMISTON AND PIETTE 


tile cholesterol needles and droplets have been described. Not uncommonly 
foam cells are found in benign tumors such as giant cell tumors, epulis 
mammary fibroadenomata, etc., and even in inflammatory conditions, particu 
14 


larly in different forms of mastitis ( Kadji, see '*). Histological examinatio: 


determines the nature of the process 


SUMMARY 

t. The clinico-pathological entity of xanthoma is important. 

2. Xanthoma is essentially a benign tumor, in spite of its “histologi 
malignant” structure. 

3. The cases of xanthomatous formations (skin, tendon sheaths ) 
ciated with hypercholesterolemia ought to be given trial with suitable di 
before undertaking more radical methods. 

4. True tumor formations of xanthoma type not associated with tendo 
sheaths of joints are extremely rare. A case of xanthoma of the nec! 
reported. 

5. From microscopic standpoint, the most essential ceilular elements 
xanthoma are: (a) spindle cells, (b) round cells, (c) foam cells (xanthor 
cells), (d) giant cells, (e) isolated and diffusely distributed plasma cells 


LITERATURE 


Humiston, C. E., and Piette, E. | True Cholesteatoma of the Caecum. J. A 
vol. Ixxxiv, p. 874, 1925. 
Anichkov : Muench. med. W-schr., No. 46, 1613 
Kusnetzowsky, N.: Virchow’s Archiy., vol. cclxiii, pp. 205-220, 1927 
*Tourneau: Revue de chir., vol. xlvii, p. 817, 1913 
Reid: Beitraege sur klin Chir., vol. xcv, pp. 56-73, 1914 
"Stewart and Flint: Brit. J. Surg., vol. iii, p. 90, 1915-16 
Broders: ANNALS OF SuRGERY, vol. Ixx, p. 574, 1919 
* | Harbitz, F.: Arch. of Path. and Lab. Med., vol. iv, p. 507, 1927 
} Mason and Woolston: Arch. of Surg., vol. xv, p. 490, 1927. 
’ Smith, Carroll: Surg., Gyn. and Obst., vol. xiv, pp. 551-567, 1912 
Lutz: See C. Smith,” and Gauhl 
“ Beitzke: Ziegler’s Beitraege, vol. lxix, p. 400, 1921 
* Bloodgood: Archives of Surgery, vol. viii, p. 882, 1924. 
* Dietrich: Virchow’'s Archiy., vol. ccxii, p. 119, 1913. 
*Gauhl: Ziegler’s Beitraege, vol. Ixxiv, pp. 88-102, 1925. 


128 





TRANSACTIONS OF 


THE PHILADELPHIA ACADEMY Ol 


SURGERY AND THE NEW YORK SURGICAL SOCIETY 


ping these p1 I he 
tion ot the Tl | sl 
though scapu humet 
saw him, an X-ray 1 
rea of bone ce tu 
This area m«e ed al 
density throug t ( 
right side of é 
the patient sai me 1 
ve Ot nimeter ( I \ 
tation of shouldet 
pitching irt thi 
scesses I ithe tii 
clear ind POSIT1LV¢ ISTO 
sive \ttempt t me 
failed May 5, 1925 
bout the s« the 
then litted w e bast 
border lhe t la al 
from the sCa] iri 
holding it to the ribs 
Irom the bor mas 
loose trom the 
thickness \fter smi 
beneath the scapula and he 


ery was uneventtul ar 
Improvement has beet 
tree action than the lett one 

lhe interposition of 
areolar tissue furnish 
scapula and the ribs, but 
tures must have penetrat 
surface of the si apula as 

8) 


VW eeting Held February a. LY2ZS 


P. C. Asnuurst, in the Chair 


.LVIN M. Smyru, Recorder 


\ } ) (NI ()} s( A () IBS 
esented 1 eqi tTorty-t » vears ) 
| 
e oO mmited movement in the right shoulde 
' ‘ 
Kebrt \ ) )25, while working ne ( 
ouldel Dach he rm was Sald to [ 
, 
eqduced Dy hysi I | the arm ban ive 
take \ ] h now ec I re OT the SIXT 
TtlO Ot the scapu mut u el adhesive Si 
When the bandages were removed and mob 
, 
was begun, the scapula was found to be fix 
\ 
ement was tairly free. When the reportet 
- | f+ +] ‘ } | - 
SIX WCCKS IteT The act iCT} SHOWeCG a Ce 
. 1] ~—— ‘ e 4] 4 ee 
ul vel e site it the rib tracture 
- 
} ] ert ill OT ‘e) | nd was ot equ 
presented seve! | deep scat the sku on tft 
vane of mes , +} vhalveuail aiid ea 
een tlie scapula and tiie VeTlevrTal spines VW 
' c4y ' 
cesses 1n that part following typhoid tever at t 
: ; - : 
‘ aquirv re P lec +} t there had hee no 
' ' , - 
motions and that he had 7 ived ball lor yt 
(One would naturally be suspicious that t 
y might have caused the fusion but the ver) 
tree use tor the intervening vears seems Col 
, , 
a) the s u vere 1 e by masseurs 
+} +] ; 
ved ImMCsio W external Was |! 
, 1 } 
eflected bac out two 1 hes and a hap o 
the 1) ( ind venti | the posterior si 1 
mbpow.w ( t Sil IS MuUSCIE were then ”) 
] 
) eatl thie Cay] Was uu d a p! ite O b 
i hbroa OSTeCOTOINTIE the SCADI i was tirst OOM 
F 
te upwar;»©e 1 the the plate of bone was (| 
, , 
mut tour cl In pot directions ind one Cl 
} ] y +] i t+ 
OTH enuce irea rhe 0 it Was Sil 
, : 
in place by several sutures [he latissimus 
, , , 1 1 
hen sutured in place and the skin closed. Re 


l 


wo weeks mobilization and massage were beg 


il and steady until now the rm has even n 
e subscapularis, the serratus magnus and coa 
t effective protection against tusion betwee 


e ony explanation in this case 1s that the rib f1 


1 
| 


d the muscle structures and injured the w 


129 


¢ 


eT 











NEW YORK SURGICAL SOCIETY 


Dr. FreperIcK BANcRort, of New York, said that the formation o 
may be divided into repair of bone following injury and infection, « 
mental extra-skeletal bone, and pathological bone. Experimentally bo 


been produced in animals by ligating the renal vessels and placing o1 


over the kidney. In one or two months sections of the kidney show 


true bone formation and areas of calcification occurring in the kidney 


chyma. This bone is true lamellar structure with bone cells and H; 
canals. In rabbits it may be produced by scraping the adventitia of th 
and painting it with either silver nitrate or copper sulphate. Doctor Neu 


working in the surgical research laboratories of the College of Physici 
Surgeons of Columbia University, has shown that in placing fascia 
plants to cover defects in the bladder, bone is almost universally fort 
these transplants. This tissue, both microscopically and chemically, r 
skeletal bone. 

Bone is born pathologically in almost every region in the body 


in the ovaries, in the lymph-nodes, in the adventitia of arteries, and 


tumors. It frequently occurs in old hzematomata. If then we are to pr 


' 


any theory for bone formation, it must be broad enough to cover ret 


bone following injury and infection, experimental and pathological « 
skeletal bone. There are three main theories for bone repait 
teal and endosteal formation of bone. 2. Osteoblastic formation ot 
3. Deposition calcium salts on the connective tissue stroma. The pet 
theory cannot account for the extra-skeletal bone formation. It ts tru 


periosteum is an ideal site for bone formation. It has an outet 


and an inner layer of areolar tissue with finely divided blood-vessel 


speaker's study of microscopi sections of bone repair he found t] 
is laid down in areolar tissue in the extravascular areas. One will se 
blood-vessel surrounding which ts an area of areolar tissue, and at the 


vascular area is new bone lhe osteoblastic theory assumes that ost 
are set free from the bone lacunz, that they multiply and secrete 


1 


It is dithcult to account for the localization of these osteoblasts 1! 


transplants of the bladder, such as seen in Neuhof’s work lft fil 

may turn into osteoblasts by a process of metaplasia, all types of bon 

tion may be accounted for. The third theory assumes that through the 
of the hydrogen-ion concentration calcium salts are deposited on th 

or connective tissue, but the cell, the fibroblast, is only a passive agent 

production of new bone lhe fibroblast then becomes a bone cell 

functional adaptation. This theory, Doctor Bancroft believes, is th 
convincing—and the simplest. It means that if the proper envirom 


created, bone formation will inevitably follow. 

In Doctor Rugh’s case, the etiological factors were trauma re 
the fracture of ribs—and extensive hemorrhage in the surrounding 1 
diminished blood supply due to the Velpeau bandage, which produced 


ished expansibility of these tissues, as on one side there were ribs and « 


the other side the scapula. ‘These factors are ideal for the formation o!} 
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little attention in this country. He was impelled to put these cases on rv 
because of the report by Dr. K. P. A. Taylor at the December, 1927, meet 
of the Academy of an operation done in two stages: the testicle fir 
sutured to the patient’s thigh, to keep it from retracting into the ingui 
canal; and is cut loose from the thigh only after some months. Doctor As] 


hurst had found it difficult to keep the testicles well down in the scrotum after 


operations on cryptorchids, until he had adopted Ombredanne’s method, v 
has the advantage over that just mentioned (known by the name of Torel 
of being completed in one stage, besides being just as efficient. 


Dr. Dewitt STETTEN, of New York, said that personally, he had 
experience with Ombrédanne’s operation for undescended tecticle be 


he has always been quite well satished with the method described by Davisor 


in Surgery, Gynecology and Obstetrics, nm March, 1911. This consists 
complete division of the posterior wall of the inguinal canal, including lig 
and division of the deep epigastric vessels, thorough isolation and mobili 
of the spermatic vessels and the vas, and a lowering of the entire cord 


a reduction of the looping of the vessels and vas to their straightest and 


direct course possible, a Ferguson hernioplasty, and then subsequent gent! 


elastic traction on the testicle in the scrotum by a rubber band. At the Leno 
Hill Hospital a number of the surgeons, notably Doctors Torek, Eggers 
H. W. Meyer, have been using the Torek two-stage operation, or as it 
sometimes called, the Keetley- Torek operation, with exceptionally good result 
as Doctor Meyer has reported in Surgery, Gynecology and Obstet) 
January, 1927. They had not been very enthusiastic over the Bevan ope 
ation, particularly since Moschcowitz showed experimentally that the vit 


of the testicle was jeopardized by ligation of the spermatic vessels, and tl 


practically, atrophy of the testicle was not an infrequent sequel. Further 


they had had at least one case at the Lenox Hill Hospital several years a; 


in which there was a complete sloughing of the testicle following this ope: 


ation. Two theoretical objections might be offered against the Ombrédann 


method of transscrotal transplantation of the testicle through the septu 
to the opposite side of the scrotum, are: 1. In unilateral cases it tends 
displace the normally situated testicle somewhat higher than it should be, 

2. In bilateral cases it requires an operation on both testicles at the same tim 
This latter feature the speaker considers particularly objectionable as 
believes that one testicle should be operated on at a time to see what the e 
result will be, particularly as regards the vitality of the gland, before 
operation on the other side is attempted. If necrosis of the testicle occurr 
after the first operation, which is by no means impossible, then it would 
inadvisable to risk operating on the other side—for, although it is general] 
conceded that the possibility of eventual spermatogenesis in even a reduce’ 
ectopic testicle is doubtful, it is also more or less agreed that such a testicl 


not without value in influencing the sexual development of the individual 


through its internal secretion. If there is a lack of development of the scro 
tum, the Ombrédanne method is definitely contraindicated. This appli 


particularly to the bilateral cases. This lack of development of the scrotum 
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; 


scrotum in animals and, on killing them a short time afterward, all 
(except the Sertoli cells) lining the tubules are found disintegrated 
of adult animals transplanted under the skin of the abdomen aly 
disappearance of spermatic cells. If the transplantation has not t 
continued, replacement in the scrotum will end in regeneration. W: 
in the March, 1927, Archives of Surgery has added something to the 


T 


He has shown that there is comparatively little growth in the t 
birth up to ten years. After this, when maturation has taken plac 
testis is either replaced in the abdomen or even under the skin of th 
inal wall, the degeneration which results cannot be recovered from 
ing the testis to a normal scrotum. A Japanese transplanted both test 
the skin of the abdomen and constructed a cooling apparatus which he 
to one of the testes with the result that degeneration in the tubules 
vented on the side to which the cooling apparatus was applied 
seem as though in transplanting the human testis into the thigh 
by the Torek method, no great harm to the organ would be done 
the same operation is performed aiter puberty, that spermatogen 
would be destroyed. 
BURN SCARS OF CHIN AND NECK rTUBE-PEDICLE | 

Dr. ROBI RT H., Ivy presented a man, aged thirty, reterred by Dr. ¢ 
M. Smyth, Jr., September 8, 1927, with marked scarring and contract 
chin, lower lip and neck, resulting from burns when he fell into a: 
place eight years before. He had already had about 


twenty-five opel! 
The chin was still bound to the chest by dense scars, obliterating the 


the neck entirely, and causing some prolapse of the lower lip. He 
operated upon in several stages as follows: 
September 16, 1927. Preparation of tubed pedicle on left sid 


along inner border of scapula. 
September 30, 1927. Flap raised o1 
and sutured in original bed for delayed transfer. 
October 14, 1927. Excision of scar tissue beneath chin and fi 


back at lower end of tube 


back swung by tubed pedicle over left shoulder and sutured into 1 
on front of neck. 

November 4, 1927. Proximal end of tubed pedicle severed 
around into chin and lower lip above flap on neck. 

November 18, 1927. Loop between two ends of transferred tissuc 
and sutured smoothly in place. By this means the contracture of the n 
was abolished, the profile of chin restored, and the lower lip brought 
place. The flap from the back has proved very satisfactory in this and 
case in furnishing the desired amount of tissue from a concealed pa 
body. It was unnecessary to fix the head and chest by a plaster cass 
the transfer, but in a child on whom a similar operation was succ: 
performed plaster-of-Paris fixation had to be used. 

BONE GRAFT OF LOWER JAW AFTER RESECTION FOR TUM( 


Dr. Ropert H. Ivy presented a man, aged twenty-eight, who gives 
tory of having a large portion of the left side of the mandible resect 
Dr. John B. Deaver at the age of eight for a tumor. When first see: 
presented a healed defect of the left side of the lower jaw three inch 
length. There remained on the left side a small portion of the ascendii 
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gastro-enterostomy. He also made brief reports of three other cases treated 


by the same operative technic. The present drift of surgical opinion 
decided toward a partial gastrectomy in the treatment of gastric ulcer. HH, 


did not wish to be understood as advocating the Balfour method as a genera] 


substitute for partial gastrectomy. The problem was a different one fro 
that of duodenal ulcer, and he believed that Philadelphia surgeons were, as 


rule, satisfied with the conservative measures in the treatment of ulcer of 


the duodenum. His own limited experience coincided with that of surgeor 


like Moynihan and Balfour, who, working in large clinics with abundant 


material, observed satisfactory results following gastro-enterostomy for duo 
denal ulcer, with cures in &5 per cent. of their cases, and either with 
without direct attack upon the ulcer itself. While subtotal gastrectomy ha 


been advocated and extensively practiced in Europe for both gastric and 


duodenal ulcer, there is, as Balfour says, a wave of reaction against th 
sacrifice of large areas of a healthy organ as an indirect attack upon a benig: 
lesion not situated in the stomach itself. This in spite of the fact that th 
mortality of partial gastrectomy is admittedly low in experienced hands 

With gastric ulcer the case is different. It must be remembered, as Moyni 


han has emphasized, that one is dealing with a much rarer lesion. The pet 
centage of recurrences after conservative methods has been high Phese 
include simple excision of the ulcer, a posterior gastro-enterostomy, and 
combination of the two, using knife or cautery to remove the ulcer. Sleev 
resection he would reject. A few undoubtedly recover after gastro-entet 
tomy alone; excision alone is probably less beneficial. A combination of th 


two, and use of the cautery for excision, is superior in its results to eithe: 


alone. The cautery should not be used for puncture only in accessible ulcers 
but should be used as a cautery knife to remove the ulcer and its inflame 
edges as well. The greatest indication for its use as a substitute for gas 
trectomy which is the operation of election in the majority of cases. woul 
seem to be in those ulcers on the posterior wall and lesser curvature close t 
the eesophagus, where gastrectomy would be difficult, and where oftentimes the 
portion of stomach remaining would be exceedingly small. In such casé 
the radical operation partakes of the nature of a total gastrectomy, and tri 


of less radical measures certainly seems justified. On the other hand, small 


accessible lesions, easily mobilized, are considered by Balfour himsel! 

favorable instances for the same treatment, by excision and gastro-enter 

tomy. Doctor Jopson was familiar with the objections urged against cor 

servative treatment by Lewisohn and others and with the mortality statisti 
| 


in which the deaths ranged from 1% per cent. to 7 


per cent. after subtotal 


gastrectomy, but he thought that it would be a good deal higher in the hands 


of surgeons whose experience in this field was not as large. 

Of the three cases shown, all males, one was well after one year, ai 
one after two years. The latter was a bleeding case, was transfused befor 
operation, and had a subacute perforation on the posterior wall. During 
convalescence, the abdominal wound reopened because of deficient healing 


power, due to the patient’s poor condition pre-operative. It was successfull 


closed by the technic of Shipley of Baltimore. The third case, first operated 


upon four and one-half years ago, relapsed, and was again operated upon 
October, 1927. The ulcer was then very large, greatly indurated, on the 
lesser curvature, and close to the cesophagus. Sections removed by the cautery 
showed it to be nonmalignant. It was sutured with difficulty, and an enteros 
tomy established for post-operative feeding. He has done well since, after 
course of treatment by the Sippy method, and at present is in fair healt! 
without gastric symptoms, so long as he adheres to a simple diet. 
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which he thinks should be borne in mind, 7.¢., too much credit should 
given to any one particular form of therapy for a lesion in which 
forms of therapy give good results. In these five patients 1t was thou 
one reason or another that it would be unwise to operate. They 
definite penetrating ulcers in the lesser curvature; some were high 
were slightly lower. They were placed under treatment; in two « 


thorough medical treatment and in the other three cases very spasmod 


ment—and in all five « 
* aia. 7h ulcers disappeared. Thre 
% cases later came to th 
mortem table—this d 
mean that they died 


\ suicide be¢ ause o 


losses, another died 
tarium for the insane 


third died ot carcmotl 


\ ulcers—one patient com 


\ bronchus The other t 
\ tients have apparent! rel 
" symptom-free 1 
/ / cases which came tf 
JA tem, one showed complet 
4 . 1 
Z ny Oo! the ulcer. not 
— mained of the previot 
oe in another there w: 
/ . 
oul / detect in the mucosa wl 
doubtedly if it had beet 
for some time mig] 
a | 
a showed what Doctor Lé 
EE na cn egal has shown. 
Fic. 1 Serial tracing t ar lee ft ‘| he speaker ha 
cur ture, treated by rest it 


very wide experienc: 


Balfour method but has had some remarkably good results in five 


eight cases. One case which has been operated upon by the Balfour 
without gastro-enterostomy is free from symptoms after six year 


other hand, three out of the eight cases have not shown good results: tv 


heen reoperated and subtotal gastrectomy performed. Two cases | 
ously had gastro-enterostomy [he speaker regards the operatiot 


able procedure in the cases which do not lend themselves to a 

gastrectomy after a thorough course of medical treatment. If an expl 
operation is done and removal is attempted, Doctor Whipple belie 
subtotal gastrectomy gives a better result than the cautery method 
ulcer is high or massive, the cautery method is an excellent procedur 


Dr. FREDERICK BANCROFT, of New York, said that he had seen seve 


diagnosed by Dr. L. G. Cole at the Fifth Avenue Hospital, where ther 
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was given bicarbonate of soda and cascara and is at present symptom-fre¢ 
One other patient had had an ulcer for fifteen years and now has hour 
constriction of the stomach and should have a partial gastrectomy. 
SURGERY OF THE PITUITARY LESION 

Dr. CHarces H. Frazier read a paper with the above title for 

see p. I. 
CLEFT LIP AND CLEFT PALATE 

Dr. WARREN B. Davis gave a résumé of 425 cases which he has r¢ 
reported in detail for which see the ANNALS OF SURGERY, vol. Ixxxvul, p. 3X 

Dr. F. S. Matruews, of New York, said that the presentation of ihe 
cases showed the wisdom of having harelip and cleft palate cases operated | 


by specialists. The number of cases throughout the country is not sufficient 


to give all surgeons an adequate training and it is much better that one o1 
two surgeons in each city should give special attention to the subject Phi 
hearing of heredity in the etiology has received much confirmation. Dave 


port, in his “Heredity and Eugenics” illustrates this with a number of 

trees. That the cause is inherited, is practically demonstrated by a number 
of cases where identical twins have shown the same defect. Ritchie and Davi 
have advised a change of nomenclature which involves abandoning th 
name of harelip. It is in the interest if clearness of description to speak o 
cleft lip, cleft alveolus and cleft palate, qualifying these terms by the adject 
complete or incomplete and unilateral or bilateral. The cleft in the alveolu 
is the matter of first importance and where the alveolus is cleft, it makes 


advisable to close the lip, not because of the importance of the lip in itsel 


but because the closure of the lip aids so much in moulding the alveol 
and in closing or narrowing the entire length of the palate cleft. Doct 


Mathews has used a wire suture in the alveolus to narrow the cleft ther 
much as possible, closing the lip at the same time to increase the effect o| 
alveolar suture. Following Moorehead, of Chicago, he has spent te: 
fifteen minutes in digitalar manipulation of the alveolus immediately precedi: 
the operation in very young infants. He has several times operated on th 
lip and alveolus in children only two days old. When they are two or thr 
weeks old, they have usually lost more weight than normal childre: 
former years when he saw one of these children underweight and with sub 
normal temperature, it was his custom to send them to the pediatric divi 

of the hospital to improve their nutrition before operation. ‘This never 
worked. They always ran down and they often died with intercurrent affe 
tions. Now he sends them home with the advice to build up their genet 
condition and then bring them back to the hospital. He was glad not to he 
any recommendation of Brophy or Lane methods. He thinks they have | 
their day. He believed the point emphasized by Brophy that these clefts ar 
not associated by any deficiency of tissue is incorrect. In some cases, 


thinks the lack is considerable. This is rather conspicuous in cases of bilate 


cleft lip. When all the tissue available in the palate is used, we often hav 
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Dr. AppINELL Hewson said that from an anatomical viewpoi 
process is broken so as to allow the tensor palati muscle to act in 
line, it will have a tendency to bring the soft palate back toward the pha 
wall. It does another thing by relieving the ligaments to which ar 


the superior constrictor of the pharynx and the buccinator muscl 
pterygo-mandibular ligament being freed from the sphenoid allows th 
wall of the pharynx to come forward. It also allows the tensor palati 
to bring the soft palate back toward the pharyngeal wall. Under 
cumstances it would appear that the outline Doctor Davis has give: 
help materially in bringing the palate and pharyngeal wall togethe: 
Dr. WarRREN B. Davis said regarding the choice of time for op: 
that it should be done as soon as the child’s condition warrants, from t 
to three or four months. The speaker has been doing these operatior 
1914, and certainly the best articulation is in those cases in which th 


ations on the lip, alveolus and palate were completed before the « 


hild 
bid 


years old. 


COMPLETE URINARY RETENTION IN A CHILD, NECESSITA1 
CYSTOTOMY, EXCISION OF VESICAL ORIFICE OBSTRUCTIO) 
NEPHROURETERECTOMY AND RESECTION OF BLADDER 


Os. 5. A. 7 
reported the c; 
male child, aged tw 
and ten mont! 
admitted to the 
of Dr. Charles 


the Presbyterian H 


| tal. ()ctobet 12 
and transterr« 
| genito-urinary set 


1 


four days late1 hi 
demonstrates exte! 
pathology, whicl 
infrequently foun 
dren with urolo 
sions, the importance 
feasibility ota ( 
urological inv« 

and the successful 
following rather exte1 


surgical intervet 
During the past tl 
months two other cas¢ 
complete rete 


urine in infants had 


under the speaker’ 
one a two and a 
weeks old female 
Babies’ Hospital, in wl 
Fic. 1 Urogram displaying large hydronephrosis and the retention was the 
hydroureter, also dilated bladder sult of pressure 











URI Y RETENTION | CHILD 

ereatly distended vagin: le to an impertorate hymen; the other a mal 
> - 
hours old requiring extet urethrotomy. at the Graduate Hospital of th 
[Jniversity, tor a congenit tricture or impassable obstruction of the uret!] 

The case under report was brought to the out-patient department of 1 
hospital because of 1n; ty to urinate [he previous medical hist 
negative; the irtl 

| ' are 


a twelve nou! )] 
mental labo 


Kot TWO e¢ | 

Oo acmisslol the chi 
some trequeé I 
tion, associate tl 
stipatiol r¢ I 
of magnes! 
owel move 
later the urn I 
hecame marke 
child passed iri 
ll for two « pre 
to admission. Stools 

i possible Ol \ th ( ( 
mata here e¢ 
vomiting, but tite | 
been poor to e 

| two, al the 

| euid. A slight fev 

| existed tot r . | 

child had ni 
of pain. but st 1) 


weight and o . 
velghed not 
ine pounds 
( )y ict ‘ te 
iture was | > 
] 
I 


se, 128: respirat 
' 26. The child althou 


well nourished and devs 


oped had a strained ¢ 





pression on fl rac I 
constantly bent his trunk 
and held his lowe 
men, as though he were in 

great discomtort lhe head, ears, nose, eyes and mouth were negative, exce] 

tor pallor of skin, mucous membranes and hypertrophied tonsils. There was 
slight adenopathy of postcervical lymph-nodes. Lungs and heart were normal 
\bdomen was distended and tympanitic and bladder dulness extended upward 
to umbilicus No masses or e1 larged organs were palpable Peristalsis was 

present. [xtremities and reflexes were normal. 
Urination was impossible without catheterization, and that was successful 
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only with a metal catheter, evacuating a cloudy urine, loaded with pr 
bacteria; otherwise negative 

Bacteriological examination revealed staphylococcus aureus in pure | 
at first, later mixed with the colon bacillus. Tubercle bacilli negative. Bloo 
count: Reds 3,710,000; whites 10,250; hemoglobin 70 per cent. ; small ly: 
ocytes 24; large lymphocytes 7; polymorphonuclears 63; basophils 1; tray 
sitionals 1; eosinophils 4. Wassermann, negative. Blood urea nitroge1 
mgms. per 100 ¢.c. 

Chromoureteroscopy and ureteral catheterization were done October 
The bladder mucosa was found to be greatly inflamed, cedematous, \ 
and covered with flakes of in 
tory exudate. In the region 
right ureteral orifice there was 


4] 
it 


j 


opening very suggestive of a divert 
ulum, but later determined to |< 
opening of a greatly dilated urete: 





Indigocarmin, intravenously, appeat 
from the left normal ureter in tw 


minutes ; none appeared from th 


opening on the right side. Both sid 
were catheterized: the urine fro 
rotate hte left side was normal and sterile, t] 
from the right contained thirty-five 
, forty pus cells to the field and cultur 
, a Srey an Sewer end of ureter ren ‘tally demonstrated the colon bacill 


third operation 


and staphylococcus aureus. The n 
conspicuous abnormal condition in the bladder was a marked protrusion of 
whole vesica!l mucosa on the right side below the large ureteral orifice, 
same infringing-on the bladder outlet, which presented a bar or lippu 
the trigonal apex. 

Urography was done two days later displaying the remarkabl 
uretero-cystogram shown in Fig. 1, defining a hydronephrotic kidney, a gr 
dilated and kinked ureter and a much over-stretched bladder. 

For ten days the child had not voided a drop normally, catheter 
were intolerable and had become a battle royal daily, urinary fever y 
becoming worse and the child more toxic. October 26 suprapubic cystotor 
was performed and the bar or tissue obstruction at the neck of the blad 
was removed by punch. The protruding or elevated floor of the blad 
in which the enlarged right ureteral orifice was situated, was definitely det 
mined to encroach upon the vesical outlet. The usual pathology of a uret 
cele could not be determined; it seemed that the whole mucosa of the 


l wi 


side of-the trigone was flabby and greatly redundant and moved 
the bladder sphincter, causing obstruction of the outlet. The rectum was fou 
to contain about a handful of very hard feces (enteroliths). These wer 
removed and the operation concluded. 

The child made a very satisfactory recovery, picked up greatly in wei 
and strength and two weeks later, November 9, a nephro-ureterectom) 
performed. (See Fig. 2.) 

The gross specimen as described by Dr. John Eiman is as_ follow 


“Specimen consists of a kidney and ureter. The pelvis of the kidney 
the ureter are tremendously distended. The diameter of the ureter vari 
from 3.8 to 4 cm. It is kinked on itself so that it has assumed a sigmo 
shape. The walls are a fraction of a millimeter thick. The pelvis oi 
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kidney measure 
measures 7.5 X 2X 3.8 ¢1 
is smooth and glistening 
and pelvis 1s seen a 
pelvis and uretet measure 
(Contents of ureter and di 
preserved intact 
During the operatior 

and following the operati 
very satisfac tory recovery 
health and strength betore 


0.3 X OcmM., lhe wall is paper thi lhe kidne 
Some tat is adherent to the capsule he kidne 
purplish-red in color. (ver the distended uretet 
of large and small purplish veins. ‘The kidn 


| | 
Ig X 10.5 X O Crh. In their greatest Gimensio 


ended pelvis, clear straw colored urine. Specime 


the child’s pulse most of the time was uncountabl 


his temperature reached 105, but again he mad 
He was given all the time necessary to regain | 


his next operation. During this time his bladdet 





was drained suprapu 
deviated in this mannet 
existing vesical patholo 


serious operation, mall 
ureter with resection ol 
preceding operations, the 


pubic cystotomy was ¢ 


tissue of the tormer wou 


right ureteral orince a] 


surrounded by redundant 


in the direction of the 
the introduction of the 
bar at the trigonal ap 
sranulations on eithet 
cautery. Atter packu 
were freely mobilized 
ureteral stump removed 
bladder through all its ec 
suture. The anterior 1 
rubber tube \nothet 
drained the resected ar 
ureteral stump is show1 
most of the time during 
afterward, he neverthel: 
Three weeks later the cl 
pubic wound closed perl 
10 


ut the size of the little finger tip was seen to be 


catheter, realizing that if the urine was not 
, ’ 


e would probably be unable to void because Ot the 


] ; 
iTe 
1 
} 


lLlowever on December 21, his final and most 
removal ot the lower end of the greatly dila 
eee 


the bladder, was performed as follows: As in the 


nzsthetic was ethet1 he scar of the former supr 
ec lhe bladder Was dissected ree from the Scat 


nd mobilized, and the fistula enlarged. TI 


1 
very relaxed bladder wall, permitting bulging 
cal outlet, which was obstructed, not allowing of 
ot the littl hnger, and seemed to present a fibrous 
his was removed with the punch Marked 

if the vesical orifice were removed with the electro 
he ureteral stump and bladder with gauze, they 
Che bladder was then incised posteriorly and the 
block resection of the adjacent portion of thi 
he posterior incision was closed by a Connell 

by a running over and over suture about a larg¢ 
bbet tube. inserted on the right side of the bladder 
he abdominal wound was closed in layers. The 
lig. 3. Although the child's pulse was countless 


> 


the operation and his temperature reached 105 3/5 


passed through a most satistactory convalescence 

began to void naturally. January 21, the supra 

nently and sounds Nos. 10, 12 and 14 F. passed 
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easily through the urethra into the bladder. The child’s condition toda 
shown by photographs (Figs. 4 and 5), and weight curve (Fig. 6), is normal 
except for a few pus cells in his urine and he is about to leave the hospital 

Comment.—There is no evidence to prove that this is a case of tru 
ureterocele, caused by prolapse of the ureteral mucosa or of the entire lowe: 
end of the ureter into the bladder. Indeed, if so, it is certainly very atypical 
In fact, congenital inmsut 
ficiency of the urete: 
orifice or regurgitant ur¢ 
ter, associated with 
anomalous conditior 
the trigone and obstru 
tion of the vesical orifice 
could explain the pathol 
ogy better. The thought 
of extensive congenita 
malformation is furthe: 
borne out by the deforme 
remnant of renal tissu 
surmounting the hydron 
phrotic Sac 

Dr. H. BEEK™M 
DreLcatour, of New Yor! 
said that this is a rare 
unusual condition whi 
he had never seen befor 
This case shows the in 
portance of not being sat 
isfied that one pathologi 
condition covers the enti 


case. Had Doctor Thom: 





simply removed the urete1 


Fic. 5.—Lumbar incision prior to discharge from hospital . , 
pian ' heels: and kidney and made 1 


further attempt at investigation, the patient would probably have dragged alo 

fora time without the suprapubic wound healing and probably if at a later dat: 
the subsequent operation had been performed, the removal of the obstructiot 
to the ureter would not have been so easily or so successfully carried out 

Dr. Epwin Beer, of New York, remarked that many of these cases o 
children with obstruction to the outflow of urine due to disturbances at the 
neck of the bladder are not recognized until examination discloses a larg: 
globular mass in the hypogastrium associated with residual urine. If unde 
tected, these cases pass gradually into uremia, and are then thought to be 
cases of chronic nephritis. If iziiection complicates the picture, many of thes: 
cases are diagnosed as cystopyelitis. 

In the case presented Doctor Thomas states there was pyuria and twenty 
ounces of residual urine, which can only be explained by an obstruction som« 
where between the bladder and the external urinary meatus. Most of thes 
cases occur in males. Usually the back pressure leads to a bilateral hydro 
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I 


ureteronephrosis, and cystograms which show the reflux up both ureters 
diagnostic of the conditi when it is well advanced ( vstoscor 


larly valuable in these children, and is always indicated in cases of pet 


pyuria in intancy \ bout five vears ago, three ot these cases were 


by Doctor Beer in whi excision of the posterio! lip ot the neck « 
der, where the obstruct to the outflow of urine appened to 
complete relie! Ot symptol and cure ot the patient. 

In connection witl me ot these cases of unilateral megalo-uret 
hydronephrosis the uestion arises, 1s this due to bacl pressure. as in the 
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see p. 48 
Dr. W VLE f New York, recalled a patient with mal 


stricture of the cesophagus, who, after gastroston nd tor | 
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gained five pounds in one week. The type of operation he believes imi 
terial; though if Witzel’s or Kader’s method can be carried out, the 
probably show best results. Gastrostomy is clearly indicated in these cas 
long as radiologists cannot definitely prove that treatment by radiun 
brought about recovery. Here and there in various parts of the world ther | 
have been reports of cures by radium treatment; but definite proofs 
cesophageal carcinoma having been cured by rays are still lacking. 
The speaker thought that with thoracic surgery in its present. statu 


surgeons should remain aggressive. \Vhat these patients need and are cravit 


for, is the restoration of their power of swallowing. The principal ai 
the surgeon should be the restoration of the patient’s power to swallow 
long as radium has not proved definitely that, with the help of gastrostor 


it can cure, the radical operation remains indicated, Early diagnosis 


early operation, of course are of greatest importance. The agencies whi 
can help both the surgeon and the patient in this direction are the Amet 
Association for the Control of Cancer and the Gorgas Memorial. They ar 
allowed to advertise in the newspapers and to distribute pamphlets. If the } 


would say to these patients; “If you cannot swallow properly, your cas 
dangerous. Do not go to a dispensary, but go immediately to a hospital wher 
X-ray examination and proper treatment are available,” doubtless such pri 
ganda would result in the patient's coming earlier under the care of th 
surgeon. It is the younger generation who will see a larger number of thes 
cases at an earlier stage, and Doctor Meyer hopes that Doctor Muller will 
continue to do the radical operation in the hope ot doing something definite 
for these patients. Three cases are on record that have lived after the radi 
operation. Doctor Torek’s well-known case died of pneumonia eleven yi 
after the operation. 

Technically, the operation is not particularly difficult if one gets the 

patients in time. but when they come too late and when the import 
] surrounding structures of the cesophagus are involved, one hesitates to d | 
radical work. 

It is in the hands of the surgeons now coming up, to see that resectior 
the cesophagus is not scrapped, but is continued. The speaker is convit 
that if air-tight drainage of the pleural cavity is added to the operation, 
number of recoveries will be greater than heretofore. On early diagnosi 
and early radical operation depends the future of the proper treatment 
cancer of the cesophagus. 

Dr. Franz Torex, of New York, said that gastrostomy in carcinoma « 
the cesophagus may be done either as a preliminary to a subsequent operatior 
or as an operation per se. As a preliminary to the radical removal of 
carcinoma, of course its field is limited to the very early cases, and Doct 
Meyer has gone into that so thoroughly that it needs no repetition. In regat 
to gastrostomy as an operation per se, it is a very unsatisfactory operatior 


he patients all die, some early and some late. Those who die late are the 


ones in whom the carcinoma of the cesophagus has not broken down and 


148 








more ota 


whom the car¢ 


charge 


whicl 


1 2 ] 
speakel reels 


a long time 


an « sophagosc 


whereas 1n 


a bougie al 


Mi 


upon by Vas 


which bougi 


¥ 
thing possibi 


alone, the ney 


to more fal 


; 


pert 


OTTINNE 
attention to 


1 
expioratol \ 


third of th 


the upper 


{ 


and leaving tl 


this operat 


day, but d 


solids withou 


| hose W ho 


lhe procedu 


ile Te yl STON 


If the pleut 


he avulsec { 
Dr. | 
SCC p 5 
Dr. Morri 
dicitis oper 


; 


) 


’ 
Lee 
; 
( 
| 
| 
; toy 
STO 
meti 
eratio 
1 
1)/ ' 
SOT) 
er 
ice 
( 
11 
Lil ¢ 
‘ 
Tit 
r 
) 0) 
MoOpe 
buy 
1 
Ti 
Nose 
] 
\ if 
y i 
mtere 
) 
TIO 
err 
i+ ; 
i \ ( 


\CTORS \ DICITIS 
ile those who die eat e 1 ly the rie 
roken dow iving e to bloody an , 
oOmson the patient A iré ta | 
report i number of « es that have liv 
e, vou may be certain that it 1s 1 seri 
here a greater number of « cast ( 
the surgeon it would not be possible 
need cases naturally are going to be ope 
not Ve s long as the cases seen eat 
( lheoretically, bouginage is about the 
ot the a sophagu because instead of leavi 
ed by being stretched and 1s thereby stimu 
Gastrostomy as an operation per se is 
tient and save him from starvation. No 1 
tomy relieves the patient Tor some time 
) \Vew Y Ort saic that because he 1S 
‘ vy resecte the thor ici esophagus wit! 
if tor this discussion he speaker « 
eliet by cesophagogastrostomy in cases in wl 
evealed imoperability, in carcinoma of the lows 
Phe iethod was first published in Doctor Lilies 
Si } Saunders 1Q25 volume € pages af 
( ribed evidently independently by Sauerbruc 
he 102% 
rri ut extrapleut y by posterior medi 
he tw s of the stomach is drawn upw 
laphi ( tol is made between it 
vided cesophagus, inverting the lower segmet 
cinoma untouched. The speaker has perform 
e, untort itely ce of pneumonia on the sixt 
\ th tient was ble to SW illow normal \ 
was demonstrated at post-mortem examinatiot 
should look up the technic which is not diff 
mi siological lines as gastro-enterostomy o 
order to make by-pass around an obstruct 
ened the phrenic nerve should be divided o1 
has not been violated the phrenic nerve shou 
on in the neck 
ACTORS IN ACUTI APPENDICITIS 
() rea papel with the ove title ror 


i 7 
+ } 


€ 


cases Of acute appen 


/ 


‘r cent., thirteen ce 








PHILADELPHIA ACADEMY OF SURGERY 


In reviewing these fatalities one is struck by the paramount necessity 
pretty well understood even by the laity, of early operation, if deaths 

be prevented. Abcess formation in appendicitis denotes an appreciable del 
in bringing the patient to operation. In the seventy-seven cases in this seri 
in which abscess was present the mortality was 10 per cent. as opposed to 1.9 
per cent. in the remaining 260. Of the five individuals who died in the 
abscess group the duration of illness was given as one day, two days, 
days, five days and two to three weeks respectively. The latter possib! 
should not be included. She presented an unusual type of thickened inflai 
matory reaction in appendix, cecum and pelvis without free pus. Bot! 
the apparently early cases, listed as of one and two days’ duration wer 
watched overnight before operation was undertaken. Perforation, gangren 
or spreading peritonitis were found in all five. Early institution of operati 
treatment depends on early diagnosis. Doctor Eliason has brought out 

of its difficulties. The speaker believes it is better practice to take out 
occasional normal appendix than to err on the side of procrastination i1 
treacherous a condition as appendicitis. Age is a factor in a higher mortalit 
of the disease for one reason because of the added difficulties in diag: 
Of the thirteen deaths, two occurred at the extremes of life. One was 
child of three years who had been sick a week before her mother call 
physician. She had an abscess filling the pelvis. The other was a won 
of eighty with abscess who succumbed after a long illness. 

lf all patients could be operated upon within the first twenty-four hour 
of the attack, the mortality would be very low but the factor of high virulenc: 
of the infecting organism or lack of resistance on the part of the patient 
would still account for a few fatalities. A young man operated on the seco1 
day of his illness presented a perforated appendix and generalized peritonit 
with no walling-off adhesions. He was dead two days later. Althoug 
earlier diagnosis and operation might have changed the outcome yet the whol 
impression was one of an irresistible, rapidly progressing infection. A sever 
diabetic, who had at operation a retroczcal abscess, developed a gas gangret 
to which he rapidly succumbed. This its the only such complication in th 
speaker’s series. Drainage, with little or no suturing, might have give: 
better result. 

The factor of surgical judgment remains to be considered It is trite 
to say that with a very sick patient the least possible should be done yet on 
is inclined to err in this regard. A girl with a large appendiceal abscess cam« 
to operation on the sixth day of her illness. She appeared toxic. The 
appendix was removed. She died twenty-four hours later. It is quite prol 
able that had we been satisfied to drain alone the outcome would have beet 
the same, yet it was poor judgment in this instance to subject the patient 
the added trauma of the appendectomy. Doctor Smith’s experience witl 
enterostomy is slight, suffice to say that the one time when it was used the 


result was discouraging. 
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Dr. JoHN E. Ji . ot New York, said that there 


certain cases demandi prostatectomy can be operated upon eat 
he done under spinal anzesthesia. When the preparation of the cass 
very caretul spinal ana thesia isa help here are howe ver 
in which the heart wi t stand any form of spinal anzsthesia 


are other cases whic] ciel nad the two Stave procedure With all duc 
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kind of suction, with fluid and cells different from the exudation of pneun 
and with greater opacity to X-rays. This has been a convincing demoi 
tion of the phenomenon known as atelectasis by obstruction of a bron 
and how the removal of this obstruction can produce a return to the nor 
The atelectasis or collapse just referred to, however, seems to lx 
to an actual contraction of the lung. It is probably produced by 
nerve influence. 

In two cases recently reported by Bergamini and Shepard (ANNA 
SurGeryY, vol. Ixxxvi, No. 1) the patients died of acute massive 
tasis and early autopsies were performed. One of these patients die 
the table during the suturing of the wound in an abdominal operation. ‘T! 
was not time for a bronchial obstruction to have brought about the absorpti 
of alveolar air and no obstruction was found post-mortem. Yet the pulmo 
tissue on both sides with the exception of the extreme apices was soli 
liver. The autopsy was performed by Doctor Symmers, at Bellevu 
diaphragm had risen as high as the fourth rib posteriorly evidently draw: 
by spastic collapse of the lung with consequent increase of negative pressu 

In 1919, there appeared in the Journal of the American Medical 
ciation an article which was prepared by Doctor Lilienthal for the Surge 
General of the Army, on Thoracic Injuries. It is a report of the Activiti 
of Operating Team 39 in Evacuation Hospital No. 8. In addition 
speaker the members of the team were Dr. Walter M. Brickner and 1): 

\. Kellogg of New York. This report states: “Atelectasis has beet 
quently noted by operators and we have never reached a satisfactory expla 
tion of it. It usually occurs in the neighborhood of the wound 
something more than collapse of the lung. It is usually unilobular, the 
being contracted to a very small size, no air being in it at all. The tissues a1 


soft and not infiltrated. We would suggest that animal experiments 


’” 


ried out. 
An interesting case from the clinical standpoint was that of a youn, 

operated upon for appendicitis by Dr. Paul Livingston of East Orange, Ni 

Jersey. On the third post-operative day there was a sudden attack of co 


ing, bloody thick mucoid expectoration and fever which was dia; 


lAaVvnOsct 


right lobar pneumonia. When seen by the speaker the physical sig 
gested massive collapse and a rontgenogram revealed the classic picture 
heart being drawn entirely into the right side so that the lateral process 
the vertebre could be seen. Two days later the lungs were clear. This 
probably a case of obstructive atelectasis. 

The speaker believes that in a case of post-operative atelectasis, in whi 
the symptoms are severe and threatening, early bronchoscopy should be pet 
formed in the hope that there might be a mucus plug which could be dislodge 
Pol Coryllos and Birnbaum (Archives of Surgery, vol. xvi, No. 2) it 
painstaking and scientific paper presented 112 cases of massive atelectasi 


gathered from many sources and they believe that the only cause of this 


condition is obstruction. Judging by his own experience and that of observer 
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like Bergamini and Shepard with their convincing post-mortem materi 


Doctor Lilienthal must disagree with this conclusion 


He suggested that in the nomenclature of the conditions these 
distinct varieties of atelectasis be made: 1, obstructive; 2, compre 
. . . sont 
3, essential. 

PTERATOMA OF THE MEDIASTINUM 
Dr. JouNn H. Gipson presented a young colored man who had cot 


the Jefferson Hospital complaining of a swelling in the chest and shortn 
breath. An X-ray diagnosis of mediastinal tumor with pleural effusion vy 
made. The chest had been aspirated several times and Doctor Gibbon 


to operate upon the patient in the near future. 


Dr. CARL EGGER f New York, said that benign tumor of the me 
astinum is so rare that no one man has sufficient experience to wart 
entering into a tree discussion of the subject (one has to study each cast 


individually and work out a plan of procedure, just as Doctor Gibbon has 


done in this case. What the pathology of the condition in this patient is has 
not been established, and probably will not be until operation. The fact that 
fluid has been withdrawn on two occasions suggests the possibility of tryin 
to do the operation in two stages. At the first session one might cut a window 
into the chest wall and get some idea of the nature and extent of the lesiot 
Che tumor might be marsupialized. Gradual evacuation would avoid the serious 
reaction which might follow removal of such a large mass in one stage, even 
it were feasible \t ter date extirpation could be carried out. In the 


literature one finds numerous cases successfully handled in that way 
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SQUAMOUS-CELL EPITHELIOMA OF THE THYROID GLAND 


CasE.—A married woman aged forty-seven came to the Mayo Clinic, December 
1927, because of goitre which she first noticed twenty-five years previously. | 
years there was little or no change in the size of her neck. During the last nin 
years the goitre had grown gradually and during the seven weeks prior to het 
sion it had grown quite rapidly on the right side, causing pain in the right sid 
neck which radiated 
to the right ear 
weeks she had noticed det 
redness over the growth. H 
general health had bee: 
until two months previ 
when her appetite failed 
had lost twelve pounds 
family history was 
tant; to her knowledge, t 
had not been any mali 
Her mother had had 
but it was not the 
her death. 

Examinat 
tient was rather obes« 
feet five inches in hei 


weighed 155 pounds 


were normal. The tonsil 
enlarged The ven 
moved normall he 


enlargement of the tl 





gland (7.5 by 6 cn 


Fic. 1.—-Squamous-cell epithelioma of the thyroid gland 


ular on the right sid 

extended into the posterior triangie. The skin over this area was quite red. The he 
globin was 68 per cent.; erythrocytes number 4,560,000 and the leukocytes 8,800 
systolic blood pressure was 124, the diastolic 84. R6ntgenograms of the chest wer: 
tive. The metabolic rate was + 24 

A diagnosis of adenomatous (probably malignant) goitre with mild hypert! 
was made. 

O peration—December 19, under local anzsthesia, a small transverse inci 
made about 2.5 cm. above the clavicl The right side of the gland appeared 
to be malignant. Part of it was removed and a tube left in place for the uss 


Microscopic examination showed the tissue to be squamous-cell epithelioma (Fi 


According to the literature squamous-cell epithelioma of the thyroid g! 
is rare. Roeder,* in 1921, made a complete review of the literature not 
nine unquestionable cases. He gave an abstract of the cases and a compl 

* Roeder, C. A.: Squamous-cell Epithelioma of the Thyroid. ANNALS or S$ 
1921, vol. Ixxiil, pp. 23-20. 
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bibliography He also reported a case of his own, that of a womai e 


sixty-two, who had | mptoms of substernal pressure for four mo 


accompanied by severe choking spells of two months duration Hie remove 
the large aqcdenomatou tl yroid, the le 1 lobe ot wht h appeared Nn ligt 
grossly \Vicroscopi examination showed squamous-cell  epithel 


patient did well for fourte 


Radium ap] lications were made and the 


when she died follow paroxysm of coughing. Necropsy was not obt 


CLAupDE F, Dixon, M.D., 


) ’ if 
it Rochester Vi 


PULMONARY EMBOLISM 
lo the Editor, ANNA 1 SURGERY 
In the issue of the JNALS OF SuRGERY, April, 1928, Doctor Hall, on pag 


534, Says 


“Trendelenburg | cesstully operated upon pulmonary embolist 
animals, but as yet there is no authentic case of successful remoy 
the humat 

Before the German Surgical Congress of 1924, M. Kirschner presente 
patient upe whom he had successfully operated for this otherwise letl 
malady. ‘This was the first successtul case 


\7 > i ‘ ] 4 ] -— ; 
\ \\ yLievel presented at the IQ2 meeting oO! the Same society, a fine 


looking woman otf Jur vears, similarly rescued by him. Meyer adds 
useful additional det of techni 
Archiv fuer Klu 

Wi k VANHooxk, M.D., 


of Clicadge 


COMPLETE DOUBLE UTERUS WITH SINGLE VAGINA 


DOUBLE uterus Is not a very rare condition However, only tw 
cases like mine have been reported in the literature up until [Q24 see below 
Dambrin and bernardbeig,’ in 1924, made an elaborate report reviewing 


the literature of th rious varieties of double uterus. They found onl 
two cases in which there were two distinct uteri, two distinct cervices and onl 
one Valilia 

It will, therefore e seen that this particular type of anomaly, in whi 


each uterus was distinct and separated from each other on either side of the 


medial line, each with its own cervix but with a single common vagina, is ver 
rare and as I have 1 ces f this kind whicl Say ee ee 
rare and as 1 ive rece y met Withh a Case OT This KING WHICN 18S Liver VeLOWwW 


| think it worthwhile to place it on record. In the recent literature I have 
tound no exactly su r cast In Macgown’s~- case there were two uteri, two 


cervices and one vag! but this latter was divided by a fleshy septun 


> 


the clitoris and labiz normal. In Moench’s* case there were two uteri, two 
cervices and one vagina: but the two cervices were situated side by side at 
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united in the middle by a sagitally disposed fibrous band. In de Muylder’ 
case there was one vagina and two uteri, but the latter were probably in co 
munication at the internal os as there was only one cervix. 

The clinical and pathologic aspects of the various types of double uteru 
have been exhaustively dealt with in the reports by Palmer Findley and Dai 
brin and Bernardbeig already cited; also in a report by Guilleminet 
Michon.® Palmer Findley ® collected 132 cases of complete double uterus at 


reported three cases of | 


interuterine septum 


own. In all these case 
there was a complete d 
bling of uterus, cervix 
vagina and every patie 
had been pregnant 
would be superfluous 
reiterate them and | w 
merely confine mysel | 
reporting the facts of 1 


Own Case, 





| rr Case.—Mrs. L. S. (( 


primiparous No. 33778), forty-on 
ervix 


Nulliparous 

cervix 
old, female, white, housey 
by occupation, was admitt 
to the American Hospital 


November 3, 1927, a1 


Fic I Appearance ot uteri missed Novembe r 17, 192; 
History—Menstruat 
began at fourteen, twenty-eight day type, flows four days without inconvenience Pati 
has been married twenty-one years. No miscarriages. Has one daughter born ninete 


years ago, living and well, full term child, weighed 6% pounds at birth; no difficulty 
delivery, normal labor. Following delivery she was told she had “falling of the 
and she felt the uterus descending and protruding from the vagina 

Patient had usual diseases of childhood; much trouble with teeth and had 
and pleurisy. She has always been a sufferer from chronic dysmenorrhaea. Pati 
notices, in the standing position, that the uterus comes out of the vagina about 1 
inches. The prolapse is so marked during the menstrual period that the uterus be 
adherent to the menstrual pad. During menstruation she has bearing down pains fr 
the sacrum to the lower abdomen. 


Physical Examination.—Well-nourished female, not acutely ill. Temperature o& 
pulse 84 of strong quality and normal rhythm. Blood pressure, systolic 140, diastol 
94, respirations 20. Examination of head, neck and extremities negative. Examinat! 
of abdomen reveals a palpable spleen. The uterus is palpable through the abdominal w 
as an irregularly outlined mass Vaginal examination reveals the presence of t 
cervices (Fig. 1), one of which is somewhat larger and presents a stellate lacerat 
Both cervices present at the introitus vaginze 

Operation.—Under ether narcosis, the abdomen was opened, by a median incisi 
and after packing the bowels out of the way, two distinct uteri presented. They wet 
attached by a musculo-fibrous band at the uterocervical junction. Each uterus had 
normally formed Fallopian tube and one ovary. Both fundi were of equal size and norn 


configuration. A supra-vaginal hysterectomy was done. After ablating the uteri tw: 
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tinct cervical canals wer 

usual manner, peritoneal 
The abdomet! Was 

leaving the hospital four 
Path 
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supracervicall Both 1 

2cm. wide, with averag 
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BOOK REVIEWS 


GYNECOLOGY FOR STUDENTS AND PraActiTIONEeRS. By THomas \\ 
EpEN and Cutusert Lockyer. Third Edition. New York. The M 
lan Company, 1928. 

This is the third edition of the well known English text-book ot 
cology by Eden and Lockyer. This is a work with which the write 
exceedingly familiar through five years of acquaintance as the preferred 
in gynecology at New York University and Bellevue Medical School 
retention of Eden and Lockyer as the text-book of choice through th 
years, speaks of the attitude of the gynecological department toward tl 
work as no review can do. The present edition retains the high standar: 
its predecessors. It has been brought abreast of modern gynecological t! 
by the inclusion of such topics as recent researches in relation to menstruati 
and the corpus luteum and the work of Sampson as well as a presentation 
the blood sedimentation test in relation to gynecology. 

It is not the intention of the writer to offer a detailed review of thi 
for this would entail rewriting this edition or offering another. ‘This text 
maintained its position because of an excellent presentation of the 
facts in our specialty without which a superstructure is impossible. Gy1 
logical anatomy and physiology are clearly and ably presented. Consider 
space is given to such subjects as the follicle theory of menstruation 
influence of the corpus luteum. The entire text is replete with excel 
illustrations. The number and clarity of the microscopical plates is unust 
Many of these are in colors. 

\s is true in all works there are many personal opinions of the aut! 
with which the writer differs. This is most often noted in a consideratio1 
therapeutics where differences may arise without affecting what we | 
called the ground facts in gynecology. In the section devoted to gynecologi 
diagnosis considerable space is rightly given to tubal insufflation wit! 
gas and opaque substances. We were surprised to find an absence of 
reference to Rubin’s work in America in this field. In considering hemo 
rhage and radiation the text is too brief and in several places misleadi1 
for example in considering menorrhagia prior to the menopause a dosé 
2400 milligram hours is advised with the suggestion that this be repeate: 
six weeks if necessary. This is a much larger dose than we are accustot 
to, nor do we at all agree that radiation is suitable only for benign conditi 
and that radical operation should be applied in malignancy. 

In the consideration of gonorrhcea in women we cannot follow wit! 
authors in their endorsement of intra-uterine applications in corporeal inf 
tion nor in their apparent complete acceptance of diathermy in this field 

From an American standpoint we feel it an error to include in a text o1 
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gynecology a consideration of such subjects as cystitis pvelitis, acute apne! 
dicitis and diverticulit Is not this an unwarranted excursion into th 
of urology and genera irgery - 

Uhe concluding portion Ol the text On Operative gynecology IS a valu r 
addition in which many of the more common operative procedures are w 
illustrated and describe 

In conclusion the vriter wishes to state that in his opinion this 
occupies Its present positio1 because of its most able presentation Of gyne 
cological pat! ology In many ot our American texts there is an absence of 
this necessary toundat den and Lockyer have ably correlated gvne 
logical anatomy, physi y, and pathology presenting these ground fact 
in our specialty, in a clear and concise manner with an abundance of mic 
scopical as well as gi ustrations he writer, for these reasons, co1 
siders this edition an « ellent text-book for students. a sood hook — 
occasional gynecologist to consult frequently, and a ready reference fot 


the specialist 


GY NECOLOG by LOWA \. Ketty and Collaborators Pp. 10 
D. Appleton Co., Ne 


Che author in chief ntroduced mito it text eighteen personal chapters 
representing those fiel which he has been so preeminently active 
authoritative he wort ears no relation whatever to his earlier publix 
tion and has incorporate ll ot the late innovations in this science which have 
so greatly aided the spe t in the treatment of relevant conditions. Amor 
these newer items are to be noted protein therapy, psychiatry and mental 
hygiene, ureteral stricture, endothermy, ultraviolet radiation. extra-uteri1 
pregnancy, sterility, endocrinology and organotherapy 

In all, forty-nine chapters are found necessary to cover the subject. Bot! 
medical and surgical treatment are discussed in order to properly and exhaus 
tively present the science of gynecology in all its ramifications by twenty-o1 
collaborators, each particularly interested in the special field which he pre 
sents and whose preé ence in it particularly enhances the general value 


of the work 


The volume is adequately illustrated and the mere mention of the artists 
Max Broedel, Horn, Becker. Freret. etc.. is proot enough of their excellence 
ot execution he colored plates are particularly intormative. 


James Tart PILcHER 


PuHysicaL DIAGNOos By Cuas, Puititieps Emerson, A.B.. M.D.. Pro 
lessor of Medicine, Indiana University School of Medicine. Octavo. 
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Diagnosis having become mechanized. attempts to standardize the same 

were but a natural sequence of the successive laboratory and instrumental 
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aids. Thus a more “Scientific Medicine” was being acclaimed at the expense 
of the “Art of Medicine” based on the observance of Signs and Symptom 
of Physical Diagnosis. 


The appearance of this volume of 553 pages and 324 wholly original illu 
| 


trations is most welcome as harking back to those foundations upon which 
the Art of Medicine is built. 

One was wont to regard a work on Physical Diagnosis as covering pat 
ticularly the signs and symptoms of Lung and Heart. This treatise is vastly 
more comprehensive and replete in the narrative of physical signs peculiar 
to all exposed and hidden regions of the body wherefore it bids fair to be 
valuable alike to physician and surgeon, whose perusal thereof should greath 
fortify one’s failing sense of clinical medical and clinical surgical diagnosis, 
and heighten the appreciation of the medical student for time honored clini 
cal teaching of physical methods which alone develop that prized attribute 
“Clinical Acumen,” a sine qua non of the humblest practitioner of the Art 
of Medicine. 

Physical Diagnosis of the abdomen is every bit as complete as that of the 
thorax, and this chapter is worthy of the attention of the surgeon as is the 
latter of the internist. 

In short, recourse to the up-to-date methods of physical diagnosis are 
here rendered most admirably, and dependence on them must needs lead to 
good diagnoses. Each paragraph is initiated with heavy type and the salient 
features thereof likewise treated. The index of 20 pages printed in double 
column still further enhances the worth of this work. 

Martin W. Wari 
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